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agement epilepsy 


“he introduction of diphenylhydantoin 
was a marked advance in therapy, because this drug, 
although distantly related to the barbiturates, 
produced little depression while exerting 
strong opposition to major convulsions.”* 


Extensive clinical experience confirms the finding 
that DILANTIN— producing little or no depression— 
prevents seizures or greatly reduces their number 
and severity in the majority of epileptic patients. 


DILANTIN Sodium (diphenylhydantoin sodium, Parke-Davis ) 
is available in Kapseals® of 0.03 Gm. (% gr.) and 0.1 Gm. 


(1% gr.) in bottles of 100 and 1000. 


*Cutting, W. C.: A Manual of Clinical Therapeutics, 
ed. 2, Philadelphia, W. B. Saunders & Co:, 1948, p. 484. 
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Depends on Correct Fitting 


Only 47.1 per cent of patients can be fitted with a size 
70 or 75 diaphragm! (the most commonly prescribed sizes). 

About 28 per cent are fitted with sizes 80 and 85, and 
18 per cent with sizes 60 and 65.' 

Thus, the need for correct fitting and a wide range of 
diaphragm sizes is evident. A diaphragm which is too small or too 
large will not block access to the cervix along the anterior wall.? 


Rome rotented Flexible Cushioned Diaphragms are available 


in sizes ranging from 50 to 95 millimeters inclusive, in gradations of etaated chetmmemanh al 
5 millimeters. the dome (enlarged 10 diameters) 
and the rim (inset) of a "RAMSES” 

Only the “Ramses” Diaphragm is made with the comfort- Flexible Cushioned Diaphragm. 


assuring patented cushioned rim. Only the “Ramses” Diaphragm is 
made with a velvet-smooth pure gum rubber dome. 


The "RAMSES” Diaphragm is intended for use with "RAMSES” 
Vaginal Jelly to provide optimum protection for the patient. 


1. Clark, Le M.: The Vaginal Diaphragm. St. Lovis, C. V. Mosby Company, 1938; p. 43. 
2. Dickinson, R. L.: Techniques of Conception Control. Baltimore, Williams & Wilkins 
Compony, 1950; p. 17. 


Unretouched photomicrograph 
of the dome (enlarged 10 diam- 
eters) and the rim (inset) of 
@ conventional-type diaphragm. 
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stress 


_ Stress, common to severe infections, in 
Surgery and burns, increases demands 
upon adrenal cortical function. When 
adrenal cortical function is hard-pressed 
and recovery threatened or convalescence 
impeded by inadequacy of output 


by subcutaneous, intramuscular or in- 
travenous injection. 


Pioneering research by Upjohn investi- 
gators in adrenal physiology has contrib- 
uted to the availability, to the potency 
and to the standardization of extracts 
providing all of the natural cortical 
hormones. 


Each cc. of Upjohn Adrenal Cortex Ex- 
tract contains the biological activity 
equivalent of 0.1 mg. of 17-hydroxycorti- 
costerone, as standardized by the Rat 
Liver-Glycogen test. Alcohol 
content 10%. 
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water soluble jelly, % oz. tubes. 


Nasal membrane showing increased 
leukocytes with denudation of cilia. 


Normal appearing nasal epithelium. 


Nasal engorgement and hypersecretion 
accompanying the common cold and sinusitis are 
quickly relieved by the vasoconstrictive action of 


NEO-SYNEPHRINE® 


HYDROCHLORIDE 
Brand of Phenylephrine Hydrochloride 


The decongestive action of several drops in each 
nostril usually extends over two to four hours. The Uluiitint Stee 
effect is undiminished after repeated use. New YorKk 13,N. Y. 
Relatively nonirritating . . . Virtually no central 
stimulation. 
Supplied in 4% solution ‘plain and aromatic), 
1 oz. bottles. Also 1% solution (when greater con- 


centration is required), 1 oz. bottles, and 42% 
Neo-Synephrine, trademark reg. U. S. & Canada 
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LABORATORIES 


RESPONSIBILITY 


CLINICAL PATHOLOGY 
PATHOLOGIC ANATOMY 


DUNCAN LABORATORIES 


Established 1924 


909 Argyle Bldg. KANSAS CITY 6, Mo. 
230 Frisco Bldg. JOPLIN, MISSOURI 


RALPH EMERSON DUNCAN, M.D. 
ALBERT E. UPSHER, M.D. 


In addition to diagnostic laboratory services, chemically accurate and clinically tested re- 


agents, solutions, stains and culture media are available for immediate delivery. 
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in acute tonsillitis: py 
results obtained in a wide range of 
respiratory infections, Terramycin- 
treated, were noted in acute tonsillitis 
cases “within 48 to 72 hours, with 
rapid subsidence of temperature: and 


physical findings.” 


Sayer, R. J.; Michel, J.; Moll, F. C., and Kirby, 
W.M. M.: Am. J. M. Sc, 221:256 (March) 1951 


CRYSTALLINE TERRAMYCIN HYDROCHLORIDE 


avatlable 


Capsules, Elixir, Oral Drops, Intravenous, 
Ophthalmic Ointment, Ophthalmic Solution. 


ANTIBIOTIC DIVISION CHAS. PFIZER & CO., INC., Brooklyn 6, New York 
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“In general, symptomatic improvement 
[of menopausal symptoms | was striking within 


7 to 14 days after treatment...” with 
“Premarin.” 
Gray, L.: J. Clin. Endocrinol. 3:92 (Feb.) 1943. 


Many clinicians have found that “Premarin” therapy usually brings 
about prompt relief of distressing menopausal symptoms. Further- 
more, symptomatic improvement is followed by a gratifying sense of 
well-being in a majority of cases. This is the “plus” in “Premarin” - 
therapy which tends to quickly restore the patient’s normal mental ~ 
outlook. 


Four potencies of “Premarin” permit flexibility of dosage: 2.5 mg., 
1.25 mg., 0.625 mg., and 0.3 mg. tablets; also in liquid form, 0.625 
mg. in each 4 cc. (1 teaspoonful). 


“Premarin” contains estrone sulfate plus the sulfates of equilin, 
equilenin, B-estradiol, and 8-dihydroequilenin. Other a- and -estro- 
genic “diols” are also present in varying amounts as water-soluble 
conjugates, 


Estrogenic Substarices (water-soluble) also known as 
Conjugated Estrogens (equine) 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N.Y. 
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YEARS TREATING ALCOHOL 
AND DRUG ADDICTION 


In 1897 Doctor B. B. Ralph developed 
methods of treating alcohol and narcotic addiction that, by the 
standards of the time, were conspicuous for success. 

Twenty-five years ago experience had bet- 
tered the methods. Today with the advantages of collateral medicine, 
treatment is markedly further improved. 

The Ralph Sanitarium provides personal- 
ized care in a quiet, homelike atmosphere. Dietetics, hydrotherapy and _ 
massage speed physical and emotional re-education. Cooperation 


with referring physicians. Write or phone. 


She 
RALPH 


SANITARIUM 


Os tablished 1807 


Ralph Emerson Duncan, M.D. 
DIRECTOR 


529 HIGHLAND AVENUE @ KANSAS CITY 6, MISSOURI 


Telephone Victor 3624 
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WASHES AIR, HUMIDIFIES, VAPORIZES, DOES ALL 
VACUUM CLEANING WORK, AND EVEN SCRUBS FLOORS! 


Water is the secret of Rexair’s dust-filtering action. Rexair—and only 
Rexair—passes the stream of dust-filled air completely through a 
churning bath of water, discharging clean, humidified air into the 
room. Rexair direct factory sales and service branches are listed in 
phone hooks of principal cities of United States and Canada. Call 
your local branch or write direct to: ~ 


REXAIR DIVISION, Martin-Parry Corporatien 
Box 964 MRI101 @ TOLEDO, OHIO 


>» EXCLUSIVE WITH Rexair 


Fully Guaranteed by a 69- Year-Old Company 
OVER 1,000,000 SATISFIED USERS 


"You never miss when you 


use Quinton-Duffens accurate 


prescription service." 


Household Dust in Water 
WATER 
| Machine | 
| TRAPS DUST 
| 
| 
/ 
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PREVENTING BORDERLINE NUTRITIONAL STATES 
IN CHILDREN 


N recent years increasing interest has 
been focused on the relationship be- 
tween nutrition and the physical, mental and 
emotional development of children. It is now 
well recognized that listlessness and apathy in 
the child frequently may be nothing pe i than 
manifestations of a borderline nutritional state 
resulting from faulty food selection and in- 
adequate consumption. Moreover, such seque- 
lae of faulty nutrition often respond dramati- 
cally to improved food habits.* 
For preventing borderline nutritional states 
in children due to food whims, poor choice of 
foods, or lack of interest in eating, Ovaltine in 


milk enjoys long-established usefulness. Its 
rich content of biologically complete protein, 
vitamins and minerals can supplement even 
grossly deficient diets to optimal nutrition. The 
delicious flavor of Ovaltine invites its accept- 
ance and lends interest to eating when the ap- 
petite lags. Children particularly like Choco- 
late Flavored Ovaltine. 

Three servings of Ovaltine in milk furnish 
the supplementary amounts of nutrients shown 
in the appended table. 

*Baumgartner, L.: Wider Horizons for Children; The Mid- 


century White House Conference and Children’s Nutrition, 
J. Am. Dietet, A. 27:281 (Apr.) 1951. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three servings of Ovaltine, each made of 12 
oz. of Ovaltine and 8 oz. of whole milk,* provide: 


PROTEIN 
AT 


F 

CARBOHYDRATE . . 
CALCIUM 

PHOSPHORUS 

IRON 

COPPER 


VITAMIN A 


RIBOFLAVIN 
NIACIN 

VITAMIN C 
VITAMIN D 
CALORIES . 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 
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It ls Convenient to Buy Kanox 
THERAPEUTIC OXYGEN AND ANESTHETIC GASES 


Oxygen Therapy Nitrous Oxide 


Regulators and Equipment Ethylene 
Carbon Dioxide 
Repair Service for ‘ 
Helium 
Regulators, Flowmeters Oxygen 
and Humidifiers Cyclopropane 


KANSAS OXYGEN 


Phone 6392 © HUTCHINSON, KANSAS Box 551 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including 
alcoholism and drug addiction. Beautiful landscaping and home-like surroundings afford 
a restful atmosphere. Accommodations vary from single rooms with or without bath to 
rooms en suite, allowing for segregation of guests. 


Detailed information furnished on request. 
Karl J. Waggener, M.D. Wendell T. Wingett, M.D. 
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FOR THE PEPTIC ULCER PATIENT 
“DOUBLE-GEL ACTION” AMPHOJEL 


relieves pain promptly stops gastric corrosion 


promotes rapid healing provides a soothing protec- 
tive coating over the ulcer 


no kidney damage imposes no added burden 
on kidney function 


buffers gastric contents 
moderately; permits normal 
neutralization of alkaline 
secretions of upper intestine 


never causes alkalosis 


no acid rebound even in excessive doses. 

Does not cause unphysio- 
logic alkalinity and conse- 
quentacidsecretoryresponse 


pleasant to take smooth, creamy, pleasing 
taste and texture 


Supp ieD: Liquid, bottles of 12 fl. oz. Also 
available: Tablets of 5 grains and 10 grains 


After 15 years of clinical use, the most widely 
prescribed medication for peptic ulcer— 


AMPHOJEL 


ALUMINUM HYDROXiJE GEL e ALUMINA GEL WYETH 


Wieth Incorporated, Philadelphia 2, Pa. 
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ACCIDENT HOSPITAL + SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


PHYSICIANS 
SURGEONS 
DENTISTS 


60 TO 


COME FROM 


$5,000 accidental death $8.00 
$25.00 weekly indemnity, accident and sickness Quarterly 
$10,000.00 accidental death $16.00 
$50.00 weekly indemnity, accident and sickness Quarterly 
$15,000.00 accidental death $24.00 
$75.00 weekly indemnity, accident and sickness Quarterly 
$20,000.00 accidental death $32.00 


$100.00 weekly indemnity, accident and sickness — 
COST HAS NEVER EXCEEDED AMOUNTS SHO 
ALSO HOSPITAL POLICIES FOR MEMBERS’ wives. “AND 
CHILDREN AT SMALL ADDITIONAL COST 


85c out of each $1.00 gross income used 
for members’ benefits 


$4,000,000.00 $17,000,000.00 
Invested Assets Paid for Claims 
$200,000.00 deposited with State of Nebraska for 
PHYSICIANS CASUALTY ASSOCIATION 
HEALTH ASSOCIATION 


rs under the same management 
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KLINE TEST ANTIGEN (LAMOTTE) 
PYREX LABORATORY GLASS WARE 
PIPETTES AND BURETTES 
PRECISION EQUIPMENT 
HARTMAN-LEDDON SPECIALTIES 
LABORATORY SUPPLIES & EQUIPMENT 


KANSAS OWNED 


Southwest Scientific Corporation 
122 S. St. Francis Wichita 2, Kansas 


400 FIRST NATIONAL BANK BLDG., OMAHA 2, NEBRASKA 


The Hospital, 2625 
West Paseo, Kansas City, Missouri, 
a voluntary hospital providing the 
care and treatment of nervous and 
mental patients, and associate condi- 


tions. 


FACULTY 


Guest Instructors: 


WILLIAM E. ADAMS, M.D., Professor of Surgery, University 
of Chicago. 

JOSEPH D. ARONSON, M.D., Associate Professor of Bacteri- 

ology, University of Pennsylvania School of Medicine. 

J. MAXWELL CHAMBERLAIN, M.D., Instructor in Surgery, 
Columbia University; Associate Visiting Chest Surgeon, 
Bellevue Hospital. 

GEORGE M. CURTIS, M.D., Professor of Surgery and 
Research in Surgery, Ohio State University College of 
Medicine. 

MICHAEL L. FURCOLOW, M.D., Senior Surgeon, Investiga- 
tion Section, U. S. Public Health Service, Kansas City. 

‘CH C. LUFT, M.D., Assistant Professor of Physiology 
and Chief, Respiratory Research Laboratory, School of 
Aviation Medicine, Randolph Field, Texas. 

JOHN H. McCLEMENT, M.D., Cardio-Pulmonary Laboratory, 
Bellevue Hospital, Columbia University. 

ALBERT ROOS, M.D., Assistant Prof2ssor of Physiology and 
of Surgery, Washington University School of Medicine, 
St. Louis. 

COL. CARL W. TEMPEL, M.D., Chief, Medicine Section, 
Fitzsimmons General Hospital, Denver. 


University of Kansas Faculty: 

MAHLON H. DELP, M.D., Professor of Medicine and Acting 
Chairman of Department. 

E. GREY DIMOND, M.D., Assistant Professor of Medicine 
and Director, Cardiovascular Laboratory. 

STANLEY R. FRIESEN, M.D., Assistant Professor of Surgery 
and Oncology. 

JOHN H. MAYER, JR., M.D., Associate in Surgery. 

G. O’NEIL PROUD, M.D., Professor of Otorhinolaryngology 
and Chairman of Department. 

KURT R. REISSMAN, M.D., Associate Professor of Medicine. 

PAUL W. SCHAFER, M.D., Professor of Surgery and Chair- 

man of Department. 


Physiopathology of Pulmonary System 


December 10, 11 and 12, 1951 


UNIVERSITY OF KANSAS MEDICAL CENTER, KANSAS CITY 


SUBJECTS TO BE DISCUSSED 


REVIEW OF ANATOMY OF THE PULMONARY SYS- 
TEM (Illustration Models, etc.) 
PHYSIOLOGY OF RESPIRATION 


PULMONARY FUNCTION STUDIES AND THEIR 
APPLICATION 

ROENTGENOGRAPHIC METHODS IN PULMONARY 
DIAGNOSIS 

CATHETERIZATION OF PULMONARY VESSELS AS 
A METHOD OF DIAGNOSIS IN PULMONARY DIS- 
EASE (Demonstration) 

PULMONARY EMPHYSEMA — THE DISTURBED 
PHYSIOLOGY — MANAGEMENT 

B.C.G. VACCINE 

PULMONARY FUNGUS DISEASE 

CHRONIC COR PULMONALE 

CHEMOTHERAPY IN CHRONIC PULMONARY DIS- 
EASES 


SURGICAL TREATMENT TBC 

BRONCHIECTASIS 

CYSTIC DISEASE OF LUNG 

RESECTIONS FOR PULMONARY DIS- 


BRONCHOGENIC CARCINOMA 
SURGICAL TREATMENT OF PULMONARY EMPHY- 
£EMA 


SURGERY OF CHEST INJURY 


The program also includes Ward Walks and Clinics 
—Pulmonary Emphysema, Pulmonary Fibrosis, Pul- 
monary TBC, Pneumothorax and Middle Lobe Syn- 
drome, etc. 
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Litty 


SINCE 1876 


‘Amphedroxyn Hydrochloride’ 
(Methamphetamine Hydrochloride, Litty ) 


ELIXIR 
AMPHEDROX YN 


BL LILLE 
INDIAl 


IS OFTEN PREFERABLE TO OTHER FORMS 
OF AMPHETAMINE— 


because— 


smaller doses produce longer cerebral stimulation, 
with a minimum of undesirable excitement and other 
side-effects. 

When patients with depression, narcolepsy, 
alcoholism, or obesity are selected as suitable cases 
for stimulant therapy, ‘Amphedroxyn Hydrochloride’ 
is a prudent choice of drug. 


Detailed information and literature on 
‘Amphedroxyn Hydrochloride’ are personally 
supplied by your Lilly medical service representative 
or may be obtained by writing to 


Eli Lilly and Company, Indianapolis 6, Indiana, U.S.A. 
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LILLY SINCE 1876 


Restored to Life 

The lifted head and wagging tail of the first “‘patient’’ ever to be rescued from diabetic coma were 
the signals to Banting and Best that at last they had won a major victory in the long struggle 
against diabetes. 

The epochal discovery of Insulin in 1921 launched the first systematic program for medical 
development on an international scale. 

Equipment, scientific knowledge, and trained personnel were mobilized to help solve the 

difficult problems of purification, production, and distribution. Ample Insulin was soon supplied. 
Improvements were quick to follow. Today, diabetics may look forward to further developments, 
to a still more nearly normal life. 


LILLY AND COMPANY - INDIANAPOLIS 6 INDIANA U. 
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The Cerebrovascular Accident: 
A Review of Some Pathological and Clinical Problems” 
A. Theodore Steegmann, M.D.** 


Kansas City, Kansas 


The term “cerebrovascular accident” or “stroke” 
is used to denote a sudden injury to the brain or its 
covering by a disturbance in function of a cerebral 
blood vessel. This can occur by embolism, throm- 
bosis, or rupture with subsequent intracranial hem- 
orrhage. Embolism by a detached blood clot, gas, 
air, or fat arises from disease or trauma in other 
parts of the body in individuals who may have 
healthy cerebral arteries, and except for the sudden- 
ness of onset is clinically similar to arterial throm- 
bosis. The problem of venous thrombosis will not 

_be discussed. The relationship of arteriosclerosis to 
hypertension and associated vascular disease in the 
heart and kidneys is so closely bound together that 
one cannot be considered independent of the other. 
Arterial disease, due to syphilis, trauma, or infec- 
tion and arterial hypertension associated with ne- 
phritis, urinary obstruction, obesity, endocrine dis- 
ease, aortic valvular disease, or coarctation of the 
aorta, belong to the less common causes of cerebro- 
vascular accident and need not be further mentioned. 


*Read before Golden Belt and Central Kansas Medical Societies, 
January 4, 1951. 

**From The Department of Neurology, University of Kansas 
School of Medicine. 
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It is interesting to compare some statistics taken 
from data of the United States Public Health Ser- 
vice regarding some principal causes of death in the 
United States during the past half century (Figure 
1). Tuberculosis has greatly declined as a cause of 
death, but death from cancer has steadily risen, but 
not as phenomenally as death from heart disease. It 
is well known that arteriosclerosis, whether asso- 
ciated with arterial hypertension or not, has a 
tendency to injure three vital organs; namely, the 
kidneys, the heart, and the brain. There has been 
no change in the number of deaths from nephritis 
and cerebral vascular lesions comparable to the rise 
in death from cardiac disease. The strain of living 
is unquestionably greater now than 50 years ago, yet 
it is not clear why other organs vulnerable to vas- 
cular injury in arteriosclerosis and hypertension have 
not equally suffered. There are many problems 
about arteriosclerosis that must be solved before 
the future can answer this question. 


Arteriosclerosis is a term that has established it- 
self in medical circles to denote what may be a 
number of different pathologic processes that have 
in common thickening and degeneration of the ar- 
terial walls. Degeneration of the medial coat in old 
age with necrosis and calcification, commonly called 
Monckeberg’s sclerosis, is seen in the peripheral ar- 
teries. This process seldom occurs in the brain but 
has been described in the larger vessels of the basal 
ganglions by Spielmeyer.! 

The most common type of degeneration of the 
larger arteries is atherosclerosis characterized by 
intimal thickening which undergoes degeneration 
with deposition of fatty substances, and to a much 
less degree thickening and sclerosis of the media. 
Splitting of the elastic fibers with hyaline and 
mucoid degeneration of the connective tissue and 
eventual calcification complete the picture. The 
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pathologic change in the smaller arteries and ar- 
terioles is of a different character. It consists of 
thickening of the vessel wall with narrowing in 
diameter of the lumen. The intima undergoes hyal- 
inization and there is hypertrophy and collagenous 
degeneration of the media. These two major types 
of arterial disease vary widely in degree and dis- 
tribution in different cases, and there may be no 
parallelism between the degree of arteriosclerosis 
and functional disturbance. 

It has been emphasized by Scott? that arterio- 
sclerosis of the larger arteries, commonly seen in 
elderly people, may give rise to cerebrovascular ac- 
cidents by occlusion or rupture without any evi- 
dence of hypertension. Stenosis or occlusion of the 
coronary arteries may also occur in such individuals, 
but renal insufficiency is rare. On the other hand, 
hypertension and cardiac hypertrophy is associated 
with sclerosis of the arterioles. Arteriosclerosis of 
the larger arteries is often combined with this 
process. 

The relationship of arteriosclerosis to hyperten- 
sion is still an unexplained problem, yet this re- 
lationship is important in the study of the cerebro- 
vascular accident. Autopsy studies show that athero- 
sclerosis and arteriolar sclerosis occur together in 
both hypertensive and non-hypertensive individuals. 
One is sometimes surprised to see extensive athero- 
sclerosis of the arteries at the base of the brain in 
relatively young hypertensives. Thrombotic soften- 
ing in the brain may be found when a cerebral hem- 
orrhage is expected. Conversely, in advanced age 
hemorrhage may be found in the brain when throm- 
bosis is anticipated. 

Moritz and Oldt3 studied the arterioles in hyper- 
tensive and non-hypertensive individuals. They state 
that there are three views advanced to explain 
chronic hypertension: 1. That renal disease is pri- 
mary; 2. that renal disease is a part of a diffuse pri- 
mary vascular disease; and 3. that hypertension is 
primary and the renal and vascular changes are sec- 
ondary to it. It is well known that essential hyper- 
tension commonly precedes evidence of renal failure, 
but it is not certain whether chronic hypertension 
precedes vascular disease that leads to renal atrophy. 
The experimental work of Goldblatt* directed at- 
tention to the relationship of renal ischemia to the 
pathogenesis of hypertension. 

Moritz and Oldt? compared the degree and inci- 
dence of arteriolar sclerosis in various organs in 
100 hypertensive and 100 non-hypertensive individ- 
uals. It is significant that the arterioles in the kid- 
ney were sclerotic in 97 per cent of the hypertensive 
cases but in only 12 per cent of the non-hypertensive 
cases. It has been assumed that chronic hypertension 
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may be the result of primary renal arteriolar scler- 
osis, either by reflex spasm of peripheral vesscis 
initiated by the ischemic kidney or by retention 
or elaboration of pressor substances produced by 
reduced blood flow through the kidney. 

Another theory postulates that chronic hyper- 
tension may be due to primary arteriolar sclerosis 
with narrowing of the vessel lumens which produces 
increased resistance to blood flow. A third theory 
presupposes that the arterioles are in a state of 
spasm, thus producing intravascular pressure which 
leads to degeneration in the arterioles of the kidney 
and other organs, and that this change in turn in- 
creases the severity of the hypertension. The fact 
that hypertension occurs in some instances without 
evidence of arteriolar sclerosis in the vessels of the 
kidney has led to the speculation that the ischemic 
brain, as well as the ischemic kidney, may elaborate 
a pressor, substance, or by some other mechanism, 
produce hypertension. For example, hypertension 
has been produced in dogs by ligation of the cerebral 
arteries (Nowak and Walker,’ Fishback, Dutra and 
MacCamy®). The role that the hypothalamus may 
play in this mechanism is unknown. 

Emotional tension and anxiety are believed by 
many to be’a factor in the production of hyperten- 
sion. The overflow of emotional stimuli into sym- 
pathetic stimulating autonomic centers could repre- 


sent a neural pathway capable of increasing blood © 


pressure, but it is doubtful if this factor alone can 
explain chronic hypertension in so far as every phy- 
sician has seen chronic neurotic patients who have 
persistent anxiety and autonomic excitement for 
years, yet are quite free of hypertension. The type 
of arteriosclerosis known as atherosclerosis seems to 
be associated with a metabolic disturbance, particu- 
larly a disturbance in fat metabolism. This has been 
stressed by Leary.’ The relationship of this process 
in man to experimental arteriosclerosis has recently 
been studied by Altschul.8 

Despite the gaps in our knowledge regarding 
basic causes of hypertension and arteriosclerosis, the 
diagnosis of the cerebrovascular accident presents 
many practical problems to the clinician. The first 
to be considered is whether a stroke the patient has 
just had has followed embolism, thrombosis, or hem- 
orrhage. This is particularly important if one con- 
siders that the type of treatment used in cerebral 
thrombosis may be injurious to a patient with cere- 
bral hemorrhage. 

Cerebral Embolism. Embolism can be suspected 
when a stroke occurs suddenly without premonitory 
symptoms in a patient who is known to have an 
acute or subacute bacterial endocarditis, auricular 
fibrillation, or intracardiac thrombosis, destructive 
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lesions in the lung, and disease of the aortic wall, 
capable of releasing thrombotic masses or clots. 
Once an embolus has lodged in a cerebral artery the 
symptomatology is similar to that of cerebral throm- 
bosis. 


Cerebral Thrombosis. Thrombosis is dependent 
on disease of the vessel wall, atheromatosis, arteritis, 
syphilis, or infective state, changes in the coagula- 
bility of the blood, cardiac weakness, or low blood 
pressure, especially in old age. After thrombosis oc- 
cuts ischemia of the tissues, supplied by the throm- 
bosed vessel, produces nerve cell death, tissue edema, 
and eventual encephalomalacia. The role that vas- 
cular spasm plays as a primary or secondary process 
is an unsettled and argumentative problem. The 
symptomatology depends on the degree and site of 
the lesion, the degree of ederha and amount of col- 
lateral circulation. Cerebral thrombosis in rare in- 
stances occurs from compression of an arterial trunk 
by a brain tumor, during pregnancy, in exanthems 
and fevers, and during anesthesia. Steegmann and 
Feil? reported two cases of hemiplegia following 
cardiac standstill. 


Thrombosis occurs most frequently in the middle 
cerebral artery or its sylvian branches. It occurs only 
one-third as often in the posterior cerebral artery, 
and the lowest incidence occurs in the anterior cere- 
bral artery. In the middle cerebral artery, the sylvian 
branches are involved in about half of the cases, the 
deep branches that penetrate to the striatal nuclei in 
about 30 per cent and the remainder of the cases are 
mixed. Occlusion of the basilar and cerebellar ar- 
teries is rare. 

Cerebral thrombosis, unlike cerebral embolism, is 


preceded by premonitory symptoms. Among these 
are headache, which is frequently localized, vertigo, 


' transient periods of mental confusion, paresthesias 


or weakness. Convulsions occasionally precede the 
paralytic signs. Unconsciousness occurs when the 
area of the brain involved by thrombosis is large. 
Progression of signs and symptoms may also be evi- 
dent in individual cases. Goodman!°® has recently 
emphasized that recurrent thromboses in hyperten- 
sive patients may lead to cerebral symptoms, par- 
ticularly mental disturbances, and this may over- 
shadow any evidence of renal or cardiac damage. 
Mental confusion also occurs in hypertensive crises 
which are followed by cerebral edema. 


Cerebral Hemorrhage. Hemorrhage into the men- 
inges, brain substance, or ventricles can occur singly 
or in combination by the rupture of a cerzbral artery 
of large or small caliber. Hemorrhage and softening 
of the brain following extensive thrombosis of the 
venous dural sinuses will not be considered here. 


OCTOBER, 1951 475 


That condition has been accurately described by 
Courville.!! 


The most common cause of hemorrhage into the 
leptomeninges is rupture of an intracranial aneurysm 
which commonly occurs in the arteries making up 
the circle of Willis at the base of the brain. This 
produces a spontaneous subarachnoid hemorrhage, 
characterized clinically by meningitic symptoms, 
especially stupor, rigid neck, fever, and’ grossly 
bloody cerebrospinal fluid. The aneurysm is con- 
genital, almost invariably in young patients, but 
may be of arteriosclerotic origin later in life. In in- 
dividual cases, the lesion is of syphilitic or infective 
origin. Focal neurologic signs, such as ocular paraly- 
sis or other cranial nerve palsies, or more rarely, 
motor weakness of one or more extremities, precede 
the symptom of rupture. Severe headache, or pain 
in the eye on one side of the head, may be com- 
plained of just before unconsciousness or stupor. 
Many of these lesions can now be visualized, if sus- 
pected before rupture, by the use of intracranial 
arteriography. 

Hemorrhage into the brain substance has been 
recorded in almost any part of the brain. It extends 
and ruptures into the ventricular system, or lepto- 
meninges, in a high percentage of cases. The cause 
of arterial rupture in cerebral hemorrhage has been 
a battleground of theory and argument since Charcot 
and Bouchard in 1868 advanced the idea that miliary 
aneurysms occur in the cerebral arteries in certain 
locations and their rupture gives rise to cerebral 
hemorrhage. 


Rosenblath (1918) attempted to explain hemor- 
rhage around cerebral ‘arteries by assuming that 
there was primary injury to the surrounding brain 
tissue by the action of tissue ferments. Westphal 
and Bar thought that spasm of the artery was fol- 
lowed by hemorrhage in the ischemic changed brain 
tissue. Ricker maintained that cerebral hemorrhage 
in smaller branches of the vascular tree depends 
upon a functional circulatory disturbance in which 
stasis and finally diapedesis of red blood cells around 
small arteries follow paralysis of vasomotor nerves. 
Schwartz accepted this view and explained large 
cerebral hemorrhages by the flowing together of 
these small hemorrhages. These theories have been 
reviewed by Bauman.'? 


Beitzke!} has applied a technique of embedding 
the clot of the cerebral hemorrhage in one piece and 
sectioning serially. He has been able to confirm 
Charcot and Bouchards’ original view: that the 
hemorrhage arises from the rupture of a miliary 
aneurysm in the artery. This is usually brought about 
by an increase in blood pressure and by the fact that 
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the surrounding brain tissue is very soft as compared 
to the tissue of the kidney or other organs. The 
aneurysm is formed by local injury of the intima 
and elastica interna. Arteriosclerosis and syphilis 
are factors in individual cases. Cerebral hemorrhage 
may occur as a late complication of head injury, 
probably as the results of traumatic injury to the 
blood vessel wall. 

The differential diagnosis between cerebral hem- 
orrhage and cerebral thrombosis has been analyzed 
by Webster!4 and by Aring and Merritt.!> In gen- 
eral, their conclusions agree. These studies indicate 
that cerebral hemorrhage is more sudden in onset, 
immediate unconsciousness being twice as common 
as in thrombosis. It occurs at a relatively younger 
age in patients who have a higher mean systolic 
and diastolic blood pressure level. It is preceded 
more often by severe headache, vomiting and con- 
vulsions. Nuchal rigidity, variations in respiration, 
and progression of symptoms are more frequent in 
cerebral hemorrhage. An initial leukocytosis and in- 
creased cerebrospinal fluid pressure are found more 
often in hemorrhage cases. A very important diag- 
nostic sign is the presence of blood in the spinal 
fluid. This occurs in about 75 per cent of the cases 
of cerebral hemorrhage. There is no blood in the 
spinal fluid in over 95 per cent of the thrombosis 
cases. In the absence of choking of the optic discs, 
it is inexcusable to omit the spinal puncture as a 
diagnostic aid in cerebrovascular accidents. 

The prognosis is much more grave in cerebral 
hemorrhage. Of Webster's 126 cases, two-thirds 
died within a week and nine-tenths within a month. 
In cases of encephalomalacia only one-tenth died 
within a week and one-third in a month. Aring and 
Merritt studied 245 cases. They reported death from 
cerebral hemorrhage in 50 per cent within four days. 
In thrombosis, death occurred in 28 per cent within 
four days. 

There are two types of cerebral hemorrhage, both 
almost invariably fatal, that deserve special men- 
tion. The first of these is primary pontile hemor- 
rhage. I'© found in an analysis of 17 cases a dis- 
turbance in respiration in every case and respiratory 
failure in about 65 per cent. Slow gasping respira- 
tion, pinpoint pupils, and grossly bloodly spinal 
fluid are useful diagnostic signs. Death occurred 
within three to ten hours in 11 of the 17 cases. 

The second condition, intraventricular cerebral 
hemorrhage, cannot be differentiated in most cases 
from primary pontile hemorrhage. Hemorrhage into 
the brain substance may precede ventricular rup- 
ture, in which case signs of paralysis may be present 
before the stupor of ventricular rupture begins. 
After ventricular hemorrhage, there-is sudden deep 
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coma, bilateral loss of muscular power, flaccidity or 
occasionally rigidity and grossly bloody spinal fluid. 
Some patients have convulsions, usually on the side 
opposite the ventricle that is filled with blood, «r, 
if bilateral, opposite to the ventricle most distended 
with blood. 

It is beyond the scope of this paper to consider lI 
of the focal signs of brain injury found in cerebral 
hemorrhage and thrombosis. Although paralysis of 
one or more extremities may be the most obvious 
manifestation, it is important to search for defects 
in the visual fields, change in sensation, or coordina- 
tion, and if the patient is right handed and has a 
right sided paralysis, asphasic disturbances. Lesions 
in silent areas, multiple lesions and lesions of a 
diffuse character, give rise to psychotic behavior. 

Treatment. The tfeatment of a cerebrovascular 
accident must be approached as an individual prob- 
lem. It is an advantage to be familiar with the symp- 
toms and condition of the patient preceding a stroke, 
an advantage the family doctor may have over the 
specialist. We cannot be certain, but it seems prob- 
able that weight reduction, particularly in hyper- 
tension, avoidance of strain and excitement and a 
more leisurely life may delay, if not prevent, a 
stroke in some cases. Certainly cardiac reserve, kid- 
ney sufficiency, and the average level of the blood 
pressure are important considerations in treatment. 
Many arteriosclerotic patients seem to live more 
happily and comfortably when treated with regular 
doses of caffeine, phenobarbital, and nicotinic acid, 
or other vasodilators. - 

Cerebral Hemorrhage. Once the diagnosis of a 
cerebral hemorrhage has been made, good nursing 
care is essential. The posture should be changed 
frequently, the linen kept clean, and suction must 
be used to keep the airways open and secretions out 
of the throat. The nasal tube may be indispensable 
to administer fluids, drugs, and food in stuporous 
patients. Therapy is directed towards attempting to 
reduce intracranial bleeding, keeping the blood 
pressure and intracranial pressure under control, 
and supporting cardiac function. In some cases in 
which the blood pressure is very high, venesection 
may lessen the strain on the heart. Neurosurgical 
removal of a subcortical clot has been a life saving 
measure in some instances. The use of the oxygen 
tent and hypertonic glucose, or sucrose, to reduce 
the intracranial pressure helps support the cerebral 
circulation and protect uninjured nerve cells. 

In subarachnoid hemorrhage spinal drainage was 
formerly widely used. We have abandoned this 
Practice in recent years, and the spinal fluid ap- 
parently becomes free of red blood cells and be- 
comes xanthochromic just as rapidly as it did with 
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spinal drainage. Recurrence of bleeding in spon- 
taneous subarachnoid hemorrhage is a serious com- 
plication and is frequently seen in fatal cases. 

Pneumonia, urinary infection, and other compli- 
cations may be avoided, or combatted, by the use of 
antibiotic drugs which may tide the patient over the 
critical period to the convalescent stage. Continuous 
catheter drainage during the stage of urinary in- 
continence is valuable, just as it is in spinal cord 
injuries and infections. After the acute stage seda- 
tives may be used, but opiates should not be used 
in cerebral hemorrhage. Proper consideration of 
fluid and electrolyte balance is essential. The use of 
rutin alone, or combined with ascorbic acid, has 
been advocated to reduce intracranial bleeding, but 
it is probably of no value. 


Cerebral Embolism and Thrombosis. In these con- 


ditions the problem of therapy is vastly different. 
Focal ischemia, which follows occlusion of blood 
flow, causes rapid injury to the nerve cells, and 
therapy is concerned with the attempt to restore and 
maintain the cerebral circulation, particularly in the 
viable zone surrounding the area of complete 
ischemia. It has been shown that the nerve cells of 
the cerebral cortex, striatum, and pallidum cannot 
survive complete anoxia for a period of over five 
minutes without undergoing irreversible degenera- 
tion. In cerebral thrombosis and embolism, com- 
plete ischemia occurs in only a fraction of the area 
supplied by a given artery. The peripheral areas are 
protected by collateral circulation of adjacent ves- 
sels. Further damage may take place by secondary 
edema, stasis, and the effect of accumulated meta- 
bolites in the ischemic tissues. Nerve cells repre- 
sent a high metabolic tissue that not only requires 
an abundance of oxygen but must depend on the 
glucose in the circulating blood for energy since the 
cells themselves do not store glycogen. 

The shock reaction of a stroke may lower the sys- 
temic blood pressure which has been shown by 
Cobb!’ to be one of the principal factors in main- 
taining the cerebral circulation. The arteries of the 
brain are more resistant to change in caliber than 
vessels in other parts of the body (Loman and Myer- 
son'8). Stimulation of the cervical sympathetic 
nerve fibers produces ten times the vasoconstriction 
in the arteries of the skin than it does in those of 
the pia mater. Carbon dioxide is the most effective 
vasodilator of the cerebral vessels. Vasodilatation of 
the cerebral arteries seems to depend more on chem- 


_ical stimuli than upon neural mechanisms. The in- 


trinsic control of the blood vessels of the Fain seems 
to depend upon tonic dilatation rather than con- 
striction, and the former is mediated by chemical 
rather than neural stimuli. Histamine and nicotinic 
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acid are widely used as vasodilators but both of these 

drugs, although strong extracranial vasodilators, have 
irregular or relatively mild influence on the intra- 
cranial circulation. 

Schmidt!? in a comprehensive study of the cere- 
bral circulation asserts that the vasomotor nerves 
influence the extracranial vessels much more than 
the intracranial vessels. He states that evidence is 
against the concept of cerebral angiospasm from 
sympathetic impulses, yet vasospasm is still widely 
accepted as a cause of cerebral circulatory distur- 
bance. 

Vasospasm following disease or injury to the ar- 
terial wall may occur and may not depend on stimu- 
lation of sympathetic impulses from a more remote 
site. Vasoconstriction can be produced by decreased 
carbon dioxide and a high oxygen (85-100 per cent) 
level. Alkaline agents, increased carbon dioxide 
(5-7 per cent) and decreased oxygen tension (10 
per cent) produce vasodilatation. Epinephrine given 
systemically will increase the cerebral blood flow, 
dilate the cerebral vessels and increase any tendency 
to hemorrhage. Histamine increases extracranial 
blood flow but decreases intracranial flow. Amino- 
phylline, another widely used drug, decreases the 
cerebral blood flow. Most of the drugs have hardly 
any vasoconstrictor effect on the cerebral arteries, 
but vasoconstriction is constantly found in arterial 
hypertension. 

Hyperventilation occurs in strokes from disturb- 
ance of the respiratory mechanisms. This tends to 
decrease the blood flow, but inhalation of high oxy- 
gen concentration will do the same thing. Insulin 
will increase the cerebral blood flow and decrease 
oxygen consumption. Increased intracranial pressure 
increases cerebral vascular resistance and decreases 
cerebral blood flow and oxygen consumption. 

Schmidt states that patients with hypertensive 
vascular disease who have normal cerebral function 
show normal values for cerebral blood flow and 
oxygen consumption but they have increased cere- 
bral vascular resistance. In such patients, blocking 
of sympathetic impulses by various techniques de- 
creased cerebral vascular resistance with the excep- 
tion of stellate ganglion sympathetic block. This 
procedure failed to decrease the vascular resistance 
of the cerebral vessels and failed to increase the 
cerebral blood flow. In patients with hypertensive 
vascular disease who had mental deterioration there 
was a decrease of both cerebral blood flow and oxy- 
gen consumption. This can probably be explained 
by fixed anatomical changes in the cerebral arteries, 
which would limit the effectiveness of drugs used 
therapeutically. 

A consideration of all of these factors should warn 
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us of the importance of case selection in attempting 
to scientifically appraise the value of any type of 
treatment. Certainly elderly patients with advanced 
arteriosclerosis, or hypertension of many years dura- 
tion, or patients with advanced renal or cardiac com- 
plications, can expect only some palliation of their 
symptoms by the most sagacious medical manage- 
ment. 

There have been a number of reports?9. 21, 22, 23, 
24, 25, 26 indicating favorable results in arterial hy- 
pertension following splanchnicectomy and thora- 
columbar sympathectomy. Case selection is im- 
portant for success of these operative procedures. 
The writers referred to above advise the operation 
on patients who are not over 50 to 55 years of age, 
who have normal cerebral function, who have no 
evidence of cardiac decompensation or severe kid- 
ney damage, and who do not have severe retinal 
arteriosclerosis. A preceding cerebrovascular acci- 
dent is not considered a contraindication. The pa- 
tient should, of course, be informed of unfavorable 
changes that may be produced by the operations, for 
example, sexual impotence and fatigability. 

It has been shown that the absence of retinal 
arteriosclerosis does not necessarily indicate that the 
cerebral arteries are free of arteriosclerosis. Alpers, 
Forster, and Herbut,?’ by careful histologic studies, 
demonstrated that retinal arteriosclerosis only in- 
dicates that the basilar artery may be arteriosclerotic, 
but gives no indication of the state of arteries and 
arterioles in the meninges, cerebral cortex and basal 
ganglions. They found that retinal arteriosclerosis 
occurs in combination with cerebral arteriosclerosis 
six times as frequently as it,occurs without sclerosis 
of the cerebral vessels, but the latter occurs as fre- 
quently in the absence as it does in the presence of 
retinal arteriosclerosis. 

Stellate ganglion sympathetic block has been used 
in the treatment of cerebral embolism and throm- 
bosis in recent years. Among a number of reports may 
be mentioned those of Naffziger and Adams,?8 Searles 
and Nowill,?9 Scheinberg,>® and deTakats and 
Graupner.>! Scheinberg studied the cerebral blood 
flow before and after stellate ganglion block and 
found no appreciable change in blood flow. deTakats 
and Graupner admit theoretical objections to the 
value of the procedure, but report that daily stellate 
ganglion block improved 41 out of 50 cases treated. 
In view of the fact that'they used oxygen, hyper- 
tonic sucrose, or concentrated albumin, aminophyl- 
line, and anticoagulants, and in view of the general 
difficulty encountered in clinically evaluating the 
exact site and extent of softening or the relative 
collateral circulation in a given case of thrombosis, 
it would appear to me difficult to evaluate the effect 
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of this single procedure. On the other hand, the 
theoretical objections to the procedure, on the basis 
of its failure to increase blood flow in the brain, 
should not be taken as absolute proof. _ 

We do not know what effect there might be on a 
lesion by simply opening up the peripheral cranial 
vessels. The reports of improvement of old cases of 
thrombosis, weeks or months after the insult by 
stellate block, are as fantastic as they are patholog- 
ically unsound. It is well known that many hemi- 
plegics recover to a surprising degree with ordi- 
nary treatment. It is also well known that mental 
motivation and suggestion may greatly influence 
the clinical status of individual patients. More evi- 
dence on carefully selected and controlled cases is 
needed before proof of the value of stellate ganglion 


‘block can be considered a certainty. A comparative 


study of results of a large series of cases treated with 
good medical management, or with stellate block 
alone, would be of real value. 

I am convinced that a large percentage of pa- 
tients who have strokes do not get the best medical 
management. The patient with a cerebral hemor- 
rhage is going to suffer from shock and cerebral 
tissue injury, and his fate will be determined by the 
site and degree of hemorrhage regardless of the 
treatment. employed. The type of treatment de- 
scribed above must be carried on vigorously until 
survival of the initial effect is accomplished. 

In patients with thrombosis, the same initial pro- 
cedures as described in the treatment of cerebral 
hemorrhage are employed, and early ambulation, 
muscle re-education, and exercise will restore many 
to useful lives. Before the ambulant stage, contrac- 
tures of muscles and fibrous ankylosis of the joints 
of the paralyzed limbs can be prevented by daily 
passive motion, stretching, and massage. The prog: 
nosis, in general, is better in patients with enceph- 
alomalacia, but the site and extent of the lesion will 
determine the outcome. Medical treatment aims 
towards maintaining good circulation in as much 
of the ischemic tissue as possible. 

The choice of drugs used is usually influenced 
more by the personal experience of a given physi- 
cian than by proved scientific principles, and in- 
deed, the proof of the value of a given therapeutic 
agent is often impossible. This will always be true 
in a problem presenting so many unknown and 
variable factors. I, personally, prefer the use of 
caffeine and ephedrine in patients who are not 
hypertensive, or in those whose blood pressure has 
fallen following a stroke. In hypertensive patients, 
and those with cerebral hemorrhage, I prefer to use 
aminophylline, because of its general action on the 
heart and circulation, and hypertonic glucose, or 
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sucrose, as a 10 per cent solution by intravenous 
drip. This will tend to prevent the increase of sys- 
tolic pressure that occurs in increased intracranial 
pressure. The use of anticoagulants to prevent ex- 
tension of intravascular clotting in vascular occlu- 
sion may promote hemorrhage in dilated capillaries 
in thrombotic softening and this danger may out- 
weigh any advantage. Reese and Kant>? recommend 
aminophylline in doses of 0.1 to 0.2 grams, four 
‘imes a day, in arteriosclerotic patients with hyper- 
cension, especially if they are confused or agitated. 
They believe the drug has a safe and satisfactory 
sedative effect superior to barbiturates. 
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The incidence of death on the operating table 
is on the decrease in selective surgery, due mainly 
to four factors: (1) better pre-operative prepara- 
tion of the patient in which the nutritive condition, 
body chemistry, fluid balance and electrolytes are 
carefully evaluated; (2) use of whole blood trans- 
fusions or acceptable intravenous substitutes to _re- 
place loss in blood volume and its components 
during surgery; (3) the great improvements made 
in anesthesia; and (4) the increase generally in the 
technical skill and knowledge of the surgeons, 
especially with regard to cardiac resuscitation. 


Respiratory failure on the operating table can 
usually be handled successfully by the anesthesiolo- 
gist by endotracheal intubation and establishment 
of forced ventilation through a closed system with 
100 per cent oxygen until the underlying condition 
corrects itself or is treated accordingly. However, 
this is successful only if adequate circulation is 
maintained by the heart, and if this becomes em- 
barrassed due to cardiac arrest or standstill, then 
the surgeon must re-establish the circulation by 
the surest and quickest method at his command, 
namely, cardiac massage. The following case re- 
port is illustrative. 


Case Report 

Mrs. S. B., white, age 20, was admitted to Wesley 
Hospital for selective cesarean section April 6, 
1951; her estimated date of delivery was April 11, 
1951. Past history revealed a previous pregnancy 
that was successfully carried to term, but was still- 
born after a difficult and protracted labor with high 
forceps being used. The patient’s prenatal course 
with this, her second pregnancy, had been unevent- 
ful. Ten days prior to admission x-ray pelvimetry 
had shown a generally contracted pelvis with gross 
cephalopelvic disproportion, and a test of labor 
contraindicated. The remainder of the past history 
was otherwise negative, there having been no pre- 
vious surgery or anesthesia. 

Pre-operative medication consisted of nembutal, 
grains three, the night before; atropin sulfate, grains 
1/100 *! given 30 minutes before surgery. Spinal 
anesthetic consisting of 14 mgm. pontocaine in 
two cc. spinal fluid was given in the fourth lumbar 
interspace with the patient in the sitting position. 
Patient was immediately placed in Trendelenburg 


position with the head elevated on three pillows. 

*1 No immediate preoperative sedation of patient with bar- 
bital or narcotic drug was given in order to avoid possible depress- 
ant effect on the fetal respiratory center. The patient had a calm, 


stable emotional system and was not in any way apprehensive as 
she entered surgery. 
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Cardiac Arrest with Successful Resuscitation 
Jack Tiller, M.D. 


Wichita, Kansas 


After one and one-half minutes, she suddenly be- 
came unconscious, respiration immediately ceased. 
no pulse could be detected at the wrist or neck. 
pupils were dilated and cyanosis developed. Forced 
ventilation with 100 per cent oxygen by intermittent 
pressure on oxygen bag was carried out for two 
minutes, during which time auscultation of the 
heart revealed no heart sounds; 0.5 cc. of epine- 
phrine was then injected into the heart muscle*’ 
with no results. About two and one-half minutes had 
passed and the condition of the patient was more 
Stave. 

The skin of the abdomen was hastily wiped with 
an antiseptic and the scalpel secured. A single in- 
cisional sweep was made from the xiphoid process 
to two inches above the umbilicus. This one in- 
cision carried through the skin, fascia and peri- 
toneum with one stroke and nicked the serosa of 
the stomach as well.“> There was no bleeding 
from the wound edges. The liver was pushed 
posteriorly, the stomach moved to one side and the 
tip of the scalpel was then pushed through the dia- 
phragm carefully in the midline (there is a sulcus 
or mild indentation present to help determine the 
midline) about one and one-half to two inches 
below the level of the skin. As the pericardium 


‘is fused to the diaphragm along this area, I was 


in pericardial cavity and a moderate amount of 
fluid escaped. The diaphragmatic incision was 
lengthened just enough to permit me to introduce 
my hand; the heart was found to be small, firm and 
in systolic arrest. On the first contact with my 
hand the heart quickly relaxed, gave two contrac- 
tions and arrested itself again; after three or four 
seconds I again put my hand on it and, again, the 
same relaxation occurred, followed by two or three 
rapid contractions with another arrest. After an- 
other pause of three or four counts, I firmly seized 
the heart and started to squeeze or massage it and, 
after several massages, the heart suddenly gave a 
couple of irregular contractions and then established 
a rapid rate of approximately 160 beats per 
minute. 

As the circulation became - re-established and 

*2 Although the epinephrine was injected with a long needle 
into the me interspace next to the sternum, no blood could 
be obtained because there was practically no cardiac cavity as a 
result of the systolic arrest, hence, the reason for injection into 
the heart muscle itself. At this time I believe it appropriate to 
state that I agree with other writers who generally conclude that 
this procedure is but a method of procrastination in an emergency 


of this kind and can only serve to delay definite surgery at the 
cost of precious seconds. 


*3 The stomach was greatly distended with oxygen as 4 
result of the Fo mg pressure being applied during the artificial 
respiration. fore the final closure of the abdomen, the £35 
was evenly distributed throughout the intestinal tract. 


bleeders appeared, these were clamped. After an 
interval of one minute it was felt that the cardiac 
crisis was under control, an acceptable pulse being 
palpable at the wrist, and that the fetus should 
now be secured as rapidly as possible. Hence, 
another incision was made in the lower abdomen 
and a classical section performed with delivery of 
1 cyanosed infant which responded satisfactorily 
after a few minutes of oxygen. 


The uterine wall and lower abdominal incisions 
were repaired in a routine manner. Then, fresh 
gowns and gloves were donned, fresh antiseptic 
was applied to the upper abdominal incision and 
the patient was draped for the first time. The 
diaphragm and the pericardial sac were closed as 
one layer with six interrupted sutures of heavy 
chromic. The serosa nick on the anterior of the 
stomach repaired, the incision was closed in layers 
with no drains. At the close of surgery the blood 
pressure was 120 systolic and 80 diastolic, pulse 
120 per minute but regular, and the post-operative 
condition fair. 


Postoperative Course 


The patient's postoperative course was stormy 
for the first three days and after that, rapid improve- 
ment was made. Sutures were removed from both 
incisions on the seventh day and the patient was 
sent home ambulatory with the baby on the eighth 
postoperative day. Nasal oxygen, blood trans- 
fusions, Levine suction and massive penicillin 
therapy played their part. EKG and chest x-ray 
showed no significant changes in the heart other 
than a mild loss of tone with slight decompensation 
which occurred on the second day and responded 
rapidly to small doses of purodigin. A severe peri- 
cardial friction rub appeared on the third and fourth 
days and then subsided. 


The most remarkable factor about the post- 
operative course—and this indicates that some brain 
damage of transitory nature had occurred—was the 
absolute inability of the patient to apprehend pain. 
Not once during the postoperative course did she 
complain of any pain or discomfort even with two 
abdominal . incisions, nasal _ oxygen by catheter, 
Levine tube, colon tube and intravenous infusions 
all going at the same time. Repeated questioning 
by the nurses and myself could not get her to admit 
to any pain or discomfort. A month later, in my 
office, she readily admitted pain from the needle 
when given a vitamin injection. 


“4 The total time from the occurrence of the arrest to the 
establishment of cardiac contractions is estimated to be three 
minutes and was spend as follows: two minutes of artificial 
respiration, 30 seconds waiting to see if the cardiac injection of 
adrenalin was going to work, 15 seconds to make the upper ab- 
dominal incision, incise diaphragm and enter pericardial cavity and 
15 to 20 seconds to establish cardiac contractions. 
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Discussion 

Quite a few reports are present in the litera- 
ture !:?,3 dealing with the topic of cardiac arrest 
and its management when present as an operative 
crisis. By far, the majority of these have occurred 
during the operation when either the chest or abdo- 
men had already been opened. If occurring during 
an open thoracotomy, the approach to the heart 
presents little difficulty; if occurring when the ab- 
domen is open, then the operator must attempt to 
massage the heart against the sternum by pressing 
the diaphragm against it with the hand. Not more 
than 30 seconds should be spent in this method 4 
and then, if by that time no contractions are present 
the diaphragm must be incised as described above 
and direct cardiac massage started. If the surgeon 
is working through a lower abdominal incision, as 
in a pelvic procedure, it would be better to make 
a separate high abdominal incision in order to 
approach the diaphragm rather than extend the 
previous incision clear to the xiphoid process as 
must be done in order to gain adequate exposure 
of the diaphragm. 

Only a few cases have been reported, however, in 
which the. cardiac arrest occurred before the be- 
ginning of surgery and was treated with successful 
outcome. Here one must choose between the ab- 
dominal approach or the thoracic approach. For 
the general surgeon not experienced in thoracic 
surgery and often working in smaller communities 
where open-drop ether, spinal or intravenous 
anesthesia are the rule and ro facilities for endo- 
tracheal anesthesia are immediately available, the 
abdominal approach has much to commend it, both 
by the rapidity and ease with which it can be done 
and because the general surgeon will be operating 
in a more familiar field. Furthermore, the presence 
of a pneumothorax, as would necessarily be induced 
by the thoracic approach, without endotracheal 
anesthesia is to be avoided if at all possible, as the 
resultant embarrassment of pulmonary ventilation 
due to collapse of the lung adds to crisis already 
present. 

The mechanism by which sudden cardiac arrest 
with respiratory failure occurs during the ad- 
ministration of the anesthesia, be it spinal, regional, 
intravenous or inhalatory, is a matter of conjecture 
but probably represents an anaphylactic reaction 
by a hypersensitive individual.» Most cases re- 
ported have been cleared of the stigma of faulty 
administration of the anesthesia and cannot be laid 
to any dereliction on the part of the anesthesiologist. 
As in this case, the dosage, administration, and 
technique are above criticism. 

The question as to how long cardiac massage 
should be continued is a matter of conjecture; it 
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appears that in some cases an hour is not too long.4 
During this time such auxiliary measures as injec- 
tion of a weak solution of epinephrine (0.5 cc. of a 
1:1000 in five cc. of saline solution) into the 
auricle may be of value. 

Complete cardiac arrest that persists more than 
three minutes is usually fatal, and if the patient 
recovers after this length of time, some permanent 
brain tissue damage is usually manifest. The pre- 
ceding statement, while dogmatic, is a good one 
to govern one’s actions by and to estimate the time 
remaining to do what must be done if the patient 
is to recover successfully. Wolff,4 in an excellent 
paper reviewing the literature, reports a case of 
cardiac arrest occurring before surgery was started, 
in which a complete recovery was made after six 
minutes of cardiac arrest, using the abdominal ap- 
proach. This case of Wolff serves only to em- 
phasize the exception to the rule of three minutes. 
In estimating the time of arrest, it is terminated 
by the time that active cardiac massage is begun— 
not when the heart begins its own voluntary con- 


tractions again. It has been shown that a systolic 
blood pressure of 60 mm. mercury can be effected 
by cardiac massage.4 The success of any method 
depends upon speed, and the surgeon must be 
psychologically prepared for such an emergency 
by having given the matter much previous thought. 
A decision must be made quickly and converted 
unhesitatingly into action. 


Summary 


A case of cardiac arrest occurring before the start 
of surgery is reported in a case scheduled for de- 
livery by section, with successful cardiac resuscita- 
tion within three minutes and the subsequent de- 
livery of a live infant by section immediately 
afterwards. 
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Diverticulitis of the Sigmoid as a Surgical Problem* 
Edward S. Brinton, M.D. 


Wichita, Kansas 


Diverticulosis of the colon is not an uncommon 
condition. Diverticula, consisting of the mucosal 
pouches which protrude through the muscularis, 
have been reported to be present in approximately 
10 per cent of the people over 40 years of age. 
Obesity and constipation are known to be important 
contributing factors in this condition. The sigmoid 
contains diverticula in 75 per cent of the cases, and 
the incidence becomes progressively less nearer the 
cecum; consequently, it is the sigmoid from which 
most surgical complications arise. 


Rankin and Brown! state that roentgenologic in- 
cidence of diverticulitis was present in 25.1 per cent 
of 2,400 cases having diverticulosis. There are prob- 
ably many mild cases of diverticulitis which are 
never diagnosed. Therefore, it would be difficult 
to state what percentage comes under surgical care. 
It is known, however, that the sigmoid is the most 
common site of carcinoma, exclusive of the rectum, 
in the colon. Rankin and Brown! found diverticula, 
associated with cancers, in only four of 679 car- 
cinomata of the bowel. This was an incidence of 
0.6 per cent. Cancer associated with diverticulitis 
was found in four of 227 cases. This was an in- 


*Published under the auspices of The Wichita Foundation of 
Medical Research. 


cidence of 1.8 per cent. Hemorrhage in diverticulitis 
is encountered in only about 10 per cent of the 
cases, whereas bleeding is one of the most frequent 
signs of malignancy in the colon. 

Most cases of diverticulitis may be treated med- 
ically; however, complications must be handled sur- 
gically. It is a treacherous disease with many di- 
versified complications, therefore a surgical proce- 
dure must be devised for each individual case. 

Every surgical procedure must be devised around 
two points: first, a procedure to carry the patient 
over the acute phase, whether it is the drainage of 
an abscess, the closure of a perforated diverticula, 
or a defunctioning colostomy; second, the care of 
any complications that may be present and the pre- 
vention of further recurrences of this serious condi- 
tion. 

It is difficult to classify the surgical complica- 
tions of diverticulitis. However, with some over- 
lapping, four clinical pathological groups may be 
listed in regard to surgical treatment. First, the 
group with localized, non-perforated diverticulitis 
with a history of lower abdominal pain, low-grade 
temperature, slight distention, and all subacute 
symptoms which subside within a period of three 
or four days. These symptoms recur at intervals. 


Z 
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Second, the acutely ill patient following a perfora- 
tion with general peritonitis or localized abscess, 
all of which is in the absence of complete intestinal 
obstruction. Third, the acutely ill patient, follow- 
ing a perforation, with complete obstruction of the 
bowel, most commonly of the sigmoid colon. Fourth, 
those cases with a long history of chronic leakage 
and subacute inflammation which involves a local- 
ized area of the colon, with invasion of the adjacent 
bladder or the small bowel, often resulting in fistula 
formation. 

Four case histories have been selected that are 
fairly representative of the above groups. 

Case 1. A 55-year-old obese white female was 
admitted to the hospital on September 13, 1949. 
Multiple diverticula of the sigmoid had been found 
four years previously, through barium studies. Her 
family physician gave the history of having seen the 
patient on several occasions, and each time she was 
suffering with what he thought to be diverticulitis. 
Her symptoms during these attacks were pain in 
the lower left quadrant associated with some fever 
and chills. These symptoms would last for three or 
four days, but would subside with chemotherapy and 
antibiotics. There was no bleeding from the bowel. 
However, between attacks she gave fairly consistent 
complaints of flatulence, constipation, and tender- 
ness with low-grade pain in the lower left abdominal 
area. Proctoscopic examination revealed no evidence 
of malignancy. All other examinations were essen- 
tially negative. After preparation of the bowel with 
enemas and chemotherapy, the patient was taken to 
surgery. 

The abdomen was explored through a left rectus 
incision and was found to be normal, except for 
several hard and inflamed diverticula of the sigmoid 
flexure. Since the bowel had been previously pre- 
pared, a resection was done with a primary anasto- 
mosis of the sigmoid. The procedure was similar 
to that done in resecting a carcinoma of that area, 
except for the amount of meso-sigmoid removed. 


After the anastomosis was completed, a soft rubber ° 


rectal tube was inserted through the rectum and was 
carefully guided past the anastomosis to the splenic 
flexure. This tube acted as a splint for the anasto- 
mosis and for decompression of the colon. 

The patient’s convalescence was uneventful, and 
she was discharged from the hospital 14 days after 
her admission. 

This represents a case of known diverticulosis, 
with diverticulitis for the past two years. The operat- 
ing of this case may have been questioned; however, 
it is fairly certain to say that this womar. would 
eventually have had serious complications. With 
modern chemotherapy and antibiotics, this type of 
operation does not represent too great a hazard. 


Hospitalization and expenses are at a minimum 
where a primary anastomosis may be done. The use 
of the rectal tube for decompression alleviates the 
necessity of a temporary colostomy. This certainly 
is the ideal case of diverticulitis to operate and care 
for. 

Case 2. A 70-year-old male was admitted to the 
hospital on October 10, 1949. He gave a history of 
being ill at home for a period of four days prior 
to admission. His chief complaint was pain and 
tenderness over the lower abdomen. This complaint 
had become progressively worse the past two days 
and was associated with chills and fever. He also 
gave a history of frequency and dysuria. He had 
vomited water twice the day before admission to 
the hospital. His treatment had consisted of a soda 
enema which did not relieve distress, but he expelled 
lots of flatus. 

On examination this patient was found to be 
acutely ill. His temperature was 101.2 degrees F., 
pulse 110, W.B.C. 20,000, with the differential 
showing a shift to the left. Urine examination was 
essentially negative. His abdomen was moderately 
distended, with acute tenderness and rigidity over 
the lower and left side. Bowel sounds were absent. 
Rectal examination revealed what was thought to 
be a mass in the lower abdomen. X-rays gave no in- 
dication of obstruction. Because of the physical 
findings, this patient was explored. 

Through a left rectus incision an acute inflamma- 
tory abscess was encountered, which arose from what 
was thought to be a perforated diverticulum of the 
sigmoid. Penrose drains were inserted in the ab- 
scess area. Solutions of penicillin and streptomycin 
were distributed in the abdomen. A loop colostomy 
was brought out at the upper margin of the incision. 
His convalescence was fairly rough; however, with 
the use of suction, antibiotics, blood and fluids the 
patient recovered. The colostomy was functioning 
well when he was released from the hospital 17 days 
following his admission. 

Barium studies done in one month revealed nu- 
merous diverticula of the sigmoid. Proctoscopic 
examination proved negative for evidence of ma- 
lignancy. About this time he began having some 
myocardial difficulty, so any further resection of the 
sigmoid was not deemed advisable. Five months 
following his operation the colostomy was closed, 
using local anesthesia. This man was placed on med- 
ical management and to this date has been free of 
any severe recurrence of this disease. 

Smithwick? states that approximately 25 per cent 
of the patients who are treated with colostomy alone 
will have further trouble. However, in this case at 
the age of 70 and in the presence of a heart condi- 
tion, further resection was felt to be too hazardous. 
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Case 3. A 58-year-old male was admitted to the 
hospital on July 2, 1948. Twenty years previously 
he had had a gastroenterostomy for duodenal ulcer. 
Other than some constipation and vague lower ab- 
dominal pains, he had been well since. Four days 
prior to admission he had developed severe lower 
left abdominal pain and tenderness. His pain and 
tenderriess became more excruciating, associated 
with chills and fever. He vomited once, and also 
complained of frequency and dysuria and inability 
to expel gas. 

On examination at the hospital his temperature 
was 101.4 F., pulse 90, W.B.C. 18,200 and R.B.C. 
4,000,000. His abdomen was quite distended with 
increased rigidity and tenderness over the left side 
and lower abdomen. Rectal examination confirmed 
the findings of a mass at about finger tip. X-ray of 
the abdomen revealed a distended colon with some 
air in the small bowel. Findings were fairly evident 
of an inflammatory mass with large bowel obstruc- 
tion in the sigmoid area. Etiology was undeter- 
mined, other than that a perforation had taken place. 


The patient was taken to surgery and a defunc- 
tioning colostomy in the right transverse colon was 
done as advocated by Devine, thus completely di- 
verting the fecal stream. A hard inflammatory mass 
was felt in the lower abdomen but was not broken 
down at this time. After a rather stormy course 
under intensive treatment by antibiotics, blood and 
gastric suction, he recovered. In one month barium 
studies were made of the non-functioning colon, re- 
vealing the typical step ladder appearance of barium 
filled diverticula. Proctoscopic examination failed 
to reveal any evidence of malignancy. 


In March, 1949, nine months from his first ad- 
mission, the patient was again hospitalized and 
operated upon. Through a left rectus incision the 
involved portion of the sigmoid was resected, mak- 
ing a primary anastomosis. Very few adhesions or 
mechanical difficulty were encountered, in view of 
such an inflammatory processes nine months pre- 
viously. The patient’s recovery was uneventful. Two 
weeks following this resection, a Devine spur clamp 
was applied to the previous colostomy. As fre- 
quently follows this type colostomy, a ventral hernia 
was present at the site which required surgical re- 
pair several months later. 


Morton? makes the statement that treatment calls 
for good judgment and patience on the part of the 
physician and the patient. How true in this par- 
ticular case, as the expense incurred aside from time 
off work is tremendous. However, the fact that he 
is living and well to date justifies a safe prolonged 
procedure. 

Case 4. This patient, a 63-year-old male, was 
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admitted to the hospital on September 28, 1949. 
He gave a history of being ill at intervals for the 
past 10 years with vague intermittent abdominal 
pain, flatulence and constipation. At no time had 
he vomited or noticed blood in his stools, nor had 
he had any recent weight loss. One week prior to 
this admission he became ill at home with inter- 
mittent abdominal pains centered around the um- 
bilicus, anorexia, pyrexia of 101 degrees F., and 
dysuria. His family physician gave him penicillin 
and kidney medicine and advised enemas. Because 
of his continued pain, some vomiting and the poor 
results from the enemas, he was referred for treat- 
ment and hospitalization. 

His temperature was 100.4 degrees F., W.B.C. 
15,200, and there was some rigidity of the lower 
abdomen with point tenderness to the right and be- 
low the umbilicus. The following day, after treat- 
ment with penicillin, his temperature was normal, 
abdomen flat and no masses were felt, but he still 
had tenderness below and to’ the right of the um- 
bilicus. 

After three days of normal temperature it was 
assumed that this was a subsiding appendicitis. The 
patient was taken to surgery, and through a right 
rectus incision an extensive old and recent inflam- 
matory reaction was found with no free pus. A mass 
the size of a lemon was present in a localized area 
of the sigmoid. This sigmoidal mass was firmly at- 
tached to the bladder and surrounding small bowel 
by old inflammatory adhesions. A frozen section of 
large nodes in the meséntery proved to be inflam- 
matory. The sigmoid was carefully mobilized from 
the bladder and bowel so the sigmoidal mass could 
be exteriorized by the Mikulicz procedure, forming 
a double barreled colostomy through a small left 
rectus incision. The pathological examination of the 
resected sigmoid revealed an acute diverticulitis with 
focal peritonitis. His convalescence was a little 
rough but no serious complications arose, so on the 
eighth postoperative day a spur clamp was placed 
on the colostomy. On October 15, 1949, the patient 
was discharged from the hospital. Six weeks later, 
under local anesthesia, the colostomy was completely 
closed. To date he has been free of difficulty. 


The time of this operation was no doubt poorly 
selected. However, once the abdomen is opened, 
something must be done. Establishing a proximal 
colostomy would have been safe with future resec- 
tion and primary anastomosis. However, that is 
time-consuming and expensive, whereas the Miku- 
licz procedure was just as satisfactory for this type 
case. It would have been only a short time before 
a fistula formation into either the bladder or the 
bowel would have been present. 


Discussion of Treatment 

It is feasible to assume that with the general use 
of antibiotics and chemotherapy, more cases of in- 
terval diverticulitis should be operated upon. Early 
operation would prevent more of the serious com- 
plications, such as fistula formation to the bladder, 
etc. With adequate bowel preparation during a 
quiescent period of localized diverticulitis, it would 
then be possible to do a resection with a primary 
anastomosis as was done in Case 1. Mortality and 
morbidity should be relatively low in this properly 
selected group. 

Perforated diverticulum with either localized ab- 
scess formation or general peritonitis requires at 
least drainage, as these people are acutely ill. Be- 
cause simple drainage is frequently followed by a 
fecal fistula and subsequent recurrence of the di- 
verticulitis, a defunctioning colostomy is advocated. 
Smithwick? states that operations which neither di- 
vert the fecal stream nor remove the involved seg- 
ment of the bowel were unsatisfactory in over 40 
per cent of the cases. 

A preliminary defunctioning colostomy is neces- 
sary in cases complicated by obstruction or fistula. 
Establishing a colostomy. should precede resection 
of the involved area by at least six months or a year. 
A colostomy as advocated by Devine is satisfactory, 
as this procedure completely diverts the fecal stream. 

In those cases where a localized area of the bowel 
is involved by subacute inflammatory processes, 
an exteriorization Mikulicz procedure of the in- 
volved area is advantageous. These cases are usually 
found by accident, most commonly confused with 
appendicitis or gynecologic complaints. The bowel 
has not been previously prepared by chemotherapy, 
so a primary anastomosis is not advisable. Forma- 
tion of a colostomy only necessitates another opera- 
tion. The use of antibiotics intra-abdominally and 
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parenterally will make the Mikulicz procedure a 
much more common operation for selected cases. 
Summary 

1. Four cases of diverticulitis have been pre- 
sented, each patient being treated with a different 
surgical procedure thought to be advantageous for 
that particular case. 

2. The advancements in antibiotics and chemo- 
therapy now make resection with primary anasto- 
mosis possible. Primary anastomosis is restricted to 
those cases of interval localized diverticulitis which 
are in the quiescent phase. 

3. Colostomy with or without drainage, in which 
the involved segment of bowel is not removed, has 
further recurrences in many incidences. However, 
this procedure may be advisable in the presence of 
other systemic complications. 

4. A defunctioning colostomy is mandatory in 
the presence of obstruction or fistula. A waiting pe- 
riod of six months to a year before resection of the 
involved bowel is advisable. 

5. The Mikulicz exteriorizing procedure is ad- 
visable where inflammation is localized to the bowel 
and in the absence of an abscess. The employment 
of this procedure may be extended with the use of 
intra-abdominal and parenteral antibiotics. The 
duration of hospitalization is much shorter than 
when colostomy is done prior to resection. 
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Psychosomatic Problems of the Involutional Period 
Allen J. Enelow, M.D.* 
Topeka, Kansas 


The involutional period, also known as mid-life, 
or middle age, is the age period from 40 to 60. 
Prior to this, most people have more or less com- 
fortably invested most of their interests in their 
’ work, in their family ties, and in personal achieve- 
ment. Middle age brings the first awareness to 
them that all this cannot always go on. The pros- 
pect of progressively declining capacities for work, 
and of less and less opportunity for achieving the 
goals they have envisioned begins to become ap- 
parent. 

Awareness of the problem may begin with a hint 
of the threat of retirement or an illness that actually 
forces retirement. Often, just at this time, children, 
in whom much feeling may be invested, grow up 
and leave the family circle to make homes of their 
own. For these and other reasons, the realization 
dawns on most people at this time that they have 
reached and are passing their peak of efficiency and 
productiveness. The fortunate ones are those who 
have developed interests outside their work, sat- 
isfying social relationships, and who have the ability 
to accept calmly the necessity for readjustment, and 
for changing their way of living. Those who haye 
not these assets and who therefore become fright- 
ened at the prospect of losing those things most 
important to them become ill at this time. 

Grinker states that middle age is not fixed, but 
that somewhere between the ages of 40. and 60, 
some individuals become old very quickly, while 
others remain in the prime of mental and physical 
efficiency. The readjustment or compromise be- 
tween goals and capacities for achievement that is 
required in most people at this age is difficult. 
Some people then react to this problem by denying 
that anything at all is happening to them. They 
may often attempt to return to the aggressive and 
sexual pursuits of younger days. Some well estab- 
lished and hitherto apparently satisfying marriages 
break up at this time. The picture of the middle 
aged man pursuing the young girl is so well known 
that the age of 40 to 60 has been called “the age 
of indiscretion.” 

Another reaction in the face of beginning involu- 
tion is a retreat from these problems and stresses 
into old age. Of these people it has been said, “Old 
age is a frame of mind,” and Grinker adds, “of the 
weary and unsuccessful.” He states that a person 
who wishes to decrease his activities because of a 
sense of failure often retreats into the attitude of 
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old age. When this happens the person seems to 
age physically quite rapidly. 

A third course in the face of the stresses of the 
involutional period is the development of involu- 
tional melancholia, or depression of middle life. 
Still another is the development of somatic symp- 
toms. 

Among the psychosomatic syndromes of im- 
portance in middle life are: 

1. Diabetes of middle age: Diabetes in middle 
years seems to be directly related to obesity. The 
altered ability to handle carbohydrates is not due 
to an endocrine disturbance in the oxidation of 
glucose, but is due to over-eating. There are people 
who have tremendous needs for sources of love, 
many of whom manage to find them. However, in 
the middle years, there is often a real diminution 
in the sources of love, affection, or approbation 
from persons in the environment. As has often been 
pointed out, love is as much a human need as are 
vitamins. One of the commonest ways of substi- 
tuting for fancied or real diminished sources of 
love and affection is over-eating. The syndrome of 
the unloved person who eats a great deal is called 
bulimia, and is well known. The patient who has 
too high an intake of carbohydrates develops what 
might be called oral diabetes. 

The treatment of this disorder should include 
better control of the diet. However, it is not possi- 
ble to control such a patient’s diet as long as the 
patient's feelings of being unloved remain. The 
physician, therefore, should also attempt to help the 
patient reorder his life so as to give him more op- 
portunity for friendly relationships. In order to do 
this, it is necessary, of course, to be familiar with 
community resources. The physician should see 
such a patient regularly and can be an important 
source of affection for the patient himself. He 
should inquire in a friendly way after the patient's 
progress, certainly not restricting himself to whether 
the patient has kept to his diet or not. One should 
never lecture the patient as to the necessity for re- 
maining on his diet, but rather inquire warmly and 
interestedly about the patient’s success in maintain- 
ing the diet, and about his general well-being. The 
patient should be encouraged to increase his scope 
of activities that bring him in contact with other 
people. 

2. Coronary Insufficiency and Anginal Syn- 
drome: Twenty per cent of the heart disease mor- 
tality in the age group of 50 to 59 is due to acute 
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coronary Occlusion. It is at this age, when increases 
in tension or acute emotional upsets frequently oc- 
cur, that the neurotic patient with organic heart 
disease is most likely to suffer a cardiac breakdown. 
Many patients who have always had difficulty in 
expressing angry feelings begin at this time to de- 
velop anginal pains. It is well known that several 
years of anginal pains frequently precede an acute 
coronary occlusion. 

Dunbar’s studies have led her to believe that pa- 
tients with coronary artery disease are primarily 
people who have been aggressive and dominating, 
who have also had difficulty with authorities, and 
who have the need to surpass or subdue superiors. 
They have for the most part been responsible, hard- 
working people, with few interests outside their 
work, and people who take authority and do not 
share responsibility. They generally have little in- 
terest in sports and few hobbies. These are the 
patients who most often are frightened at the pros- 
pect of reaching the down-hill half of life. The fear 
of being dependent on other people, and of no 
longer being able to accomplish what they had been 
able to until this time elicits tremendous anger, as 
well as fear, that they cannot express. They are also, 
too often, in the position of having no other fields 
to which to turn their interest and in which they 
can satisfy themselves with achievement. The dan- 
gerous age for these people is from 45 to 55. 

One study conducted on patients with already ex- 
isting coronary artery disease showed that the fewest 
coronary accidents occur in those who were able to 
do the following: 

1. Make a daily sustained moderate physical ef- 
fort. 

2. Balance their food intake and energy output 
so that they were neither over-eating nor under-eat- 
ing. 

3. “Practice the hygiene of a quiet mind.” 

4. Sleep eight hours a night. 

I am not certain what these authors mean by 
“Practice the hygiene of a quiet mind,” but it does 
seem obvious that if we can help the patient with 
coronary artery disease by giving him support in 
meeting his daily problems through sympathetic 
listening or even at times by-helping him make dif- 
ficult decisions, we can certainly help him to have 
a “quieter” life. The suggestions about physical ef- 
fort, food intake, and sleep are excellent ones. 

One might summarize this by saying that the 
physician should help the patient with coronary 
artery disease to establish better physical and men- 
tal hygiene practice. Here, too, it is important to 
attempt to interest the patient in hobbies and in 
fields of activity in which he can do a gratifyingly 
successful job. To order complete retirement for 
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such a patient is unwise. It is, unfortunately, too 
frequent that the physician strongly advises the mid- 
dle-aged patient with coronary artery disease to re- 
tire. It has been a common observation that death 
follows soon after, sometimes in a very few months. 

3. Hypertension: Eleven per cent of people be- 
tween the ages of 45 and 54 have hypertension, and 
approximately 25 per cent of all deaths over the 
age of 50 are caused by essential hypertension. Ac- 
cording to Dunbar, hypertensive patients are socially 
shy people who feel chronic rage, but who have 
learned’ to get along with other people by showing 
a surface of apparent self-control and reserve. They 
have a marked conflict between the desire to be 
active and self-sufficient and the desire to be passive 
and dependent. 

As is well known, no therapy has been found ade- 
quate for the treatment of essential hypertension. 
Both surgical and medical procedures have failed to 
give lasting results. Psychotherapy cannot succeed 
in returning the blood pressure to normal levels in 
people who have had the disease for years as pa- 
tients in the involutional group most often have. 
The observation has been made that hypertensive 
patients frequently die soon after they have to go 
to the hospital. However, hospitalization can be 
very valuable, if it means a short period of being 
cared for in a quiet hospital, surrounded by a calm 
and cheerful staff. These patients should not be 
told a long time in advance of tests or examinations 
that are going to be done, or they will get very up- 
set. Doctors’ rounds, particularly when several doc- 
tors make rounds together and discuss cases at the 
bedside, tend to upset them. The patient’s physician 
should see the patient alone and in a quietly cheer- 
ful and friendly way. He should be free with re- 
assurance and willing to answer questions. 

We are all aware of the marked degree of ten- 
sion that these patients have, and so, often, they are 
advised to “relax.” This advice to relax is very fre- 
quently taken as a command by these patients and 
carried out in a very tense way. I have in mind a 
patient whom I saw some six years ago, whose blood 
pressure was very high, something like 240/140. 
It was felt that the prognosis was poor. In a very 
naive way I gave this patient the earnest advice that 
he must relax. The following day a colleague and I 
were making rounds and we found the patient more 
tense than he had ever been before. He was almost 
shaking. When we asked him what the trouble was 
he said, through clenched teeth, “The doctor says 
I’ve got to relax, I've got to relax, I must relax.” 

When hypertensive patients want to talk about 
their many grievances, and they feel many, the good 
clinician listens and does not tell the patient that 
he must not think of such things. 
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4. Rheumatism: Rheumatic pains in the muscles 
or joints are grouped together under the term rheu- 
matism, which includes joint disease and muscle 
pains with or without changes in structure. Halliday 
has done some excellent studies on this group of 
patients. He feels that independent, upright, and 
conscientious people, with a high sense of duty, are 
most prone to rheumatism. As he sees it, they are 
rigid, stiff, and touchy people and they become ill 
with the rigidity, stiffness, and touchiness of rheu- 
matism. He noted that some external traumatic 
event often precedes the onset of symptoms. These 
patients are sometimes seen with severe arthritic 
pain, plus anxiety, tremulousness, and frequently 
some degree of depression. They can’t seem to re- 
lax. Halliday has also described a middle-age triad 
of peptic ulcer, rheumatism, and bronchitis. 


When one gets to know these patients, one often 
finds that they feel misunderstood by people around 
them, and that they have quite conscious fears of 
approaching old age. I believe that it is necessary 
to see such patients at regular intervals and to give 
them sufficient time with the physician ‘to talk 
about their feelings of fear and depression. The 
physician, himself, in being friendly and keeping 
regular contact with this patient, is frequently the 
best possible treatment. 

5. Peptic Ulcer: There is a group of people who 
have excessive needs to be cared for but whose self- 
respect forces them to deny this and to over-com- 
pensate for it by being independent. They often 
maintain themselves successfully for many years. 
This denial and over-compensation tends to break 
down in middle years. The expression of the need 
may then be, by way of the autonomic nervous sys- 
tem, in the upper gastro-intestinal tract. In a man- 
ner of speaking, the needs are being expressed in 
dyspepsia and later peptic ulcer. However, the per- 
sonal care that they wish to have is now acceptable 
to them. 

Grinker calls this the “Wall Street Disease,” in 
that it occurs so frequently in driving and aggressive 
business men on reaching middle age. He pointed 
out that the wounds to the self-esteem and the 
reality stresses of the middle years make it difficult 
for these people to maintain their defenses as they 
have for so many years. Medical therapy of the 
peptic ulcer is obviously the first element in the 
treatment. This alone, however, is not enough. The 
primary psychological task is to give the patient at- 
tention, both at home and from the physician, and 
in a subtle way that does not conflict with his in- 
ability to recognize or accept this need. 

6. Flight into Old Age: The weary and defeated 
give up and become old. They suffer many pains, 
feel useless and discouraged, and often seem to want 


to die. Many may even develop the physical signs 
of advancing arteriosclerosis and senile changes, but 
this is sometimes reversible. These patients must be 
enticed into fields of interest. It is often valuable to 
help them make acquaintances of people of the same 
age, who can share inteersts with them, but who 
have not this feeling of defeat. It is important that 
these patients be made to feel that they are able to 
accomplish something worth while, and this is fre- 
quently handled by encouragement to make such 
attempts, and reassurance that they are doing some- 
thing. Sometimes through consultation with the 
family of such patients their external situations can 
be manipulated so as to give some opportunity for 
these satisfactions. 

7. Involutional Depressions: Many of the somatic 
complaints and symptoms of the middle-aged are 
really the somatic symptoms of involutional depres- 
sion or melancholia. This may apply to easy fatigue, 
lack of energy, constipation, and morbid fears and 
preoccupations. The fact that the patient is de- 
pressed may be overlooked by the physician while 
he tries to treat the physical symptoms. The symp- 
toms of a depression are well known to all and 
include the change of mood, the retardation, both 
psychological and motor, as well as self-accusatory 
thoughts, and in patients of this age group, very 
often, pronounced sexual guilt. As soon as the phy- 
sician becomes aware of the fact that the patient is 
suffering from an involutional melancholia, he 
should refer the patient to a psychiatrist. Treatment 
of the depression of middle life, when instituted 
early enough, gives a very favorable prognosis. With 
the disappearance of the depression, the somatic 
symptoms will disappear too. 

8. The Dementias of Middle Life: The ages of 
40 to 60 bring the organic so-called pre-senile 
dementias, which are not strictly psychosomatic in 
the sense we have been using. Alzheimer’s disease 
and Pick’s disease, the dementia of Huntington’s 
chorea, and the primary cerebellar atrophies are very 
likely to occur in this period. Excellent descriptions 
of these syndromes are to be found in all standard 
textbooks of neurology. In the middle 50’s arterio- 
sclerotic dementias sometimes begin, also. Agita- 
tion, memory defects, and deterioration of personal 
habits should make one wary of these syndromes. 


General Treatment Considerations 

Weiss and English, in their book on Psycho- 
somatic Medicine, mention the importance of the 
personality of the physician himself in the treatment 
of psychosomatic illness. In their words, the physi- 
cian who is to be successful in the diagnosis and 
treatment of the psychosomatic syndromes must 
have a real interest in human beings, as well as in 
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human disease. To a certain extent he must be able 
to identify himself with the emotional pain from 
which his patient suffers. 

It is not possible to work successfully with these 
patients if it is necessary for one to get quick re- 
sults. The physician who does not encourage the 
patient to remain in his care if the patient does not 
get well quickly, in a sense is sending the patient 
to someone who will take care of his problems. 
They may, however, get to the wrong person—to 
a quack or an unscrupulous cultist. The physician, 
then, who knows that he has not the patience to 
work with these more chronic, slow responding 
problems, should see to it himself that the patient 
gets to someone who can competently take care of 
nim. 

One should, of course, never brush these patients 
off as being neurotic old people who really have 
nothing wrong with them. For one thing, they do 
certainly have something wrong with them and they 
need the physician very much. There is another 
thing—a careful examination and medical study 
may reveal organic pathology which can be easily 
cleared up, or which may require hospitalization or 
the services of a neurologist. 

Having done a careful physical study, and having 
satisfied oneself as to what sort of pathology exists 
and to what extent, one should then cease dwelling 
on the physical side of the picture. Excessive dwel- 
ling on physical symptoms and unnecessary repeti- 
tion of laboratory examinations, as has been pointed 
out many times, tend to “fix” the symptoms and the 
preoccupation with the possibility of a physical dis- 
ease to a point where frequently it is impossible to 
convince the patient that he is not seriously phys- 
ically ill. 

It may often help, after one has the confidence 
of the patient, to explain earnestly and frankly, with- 
out making it sound somehow shameful, that the 
patient has emotional problems which contribute to, 
or cause many of his symptoms. 

English lists some means of therapy at the com- 
mand of the general practitioner. These are: 

1. Giving examples of how a physiological con- 
dition can be caused by an emotional state. Excel- 
lent examples of this are the. physical concomitants 
of fear. 


OCTOBER, 1951 


489 


2. Analogies can be used to illustrate how emo- 
tional tension can, through the nervous system, af- 
fect organ function. 

3. Patients can be re-educated as to better ways 
of achieving normal gratifications, that is, ways of 
having satisfying relationships with other people. 

4. Giving the patient an opportunity to speak 
about his problems in a warm and understanding at- 
mosphere helps to desensitize the patient to his 
problems. 

5. It is important to give the patient encourage- 
ment and approval freely. 

6. Follow-up interest is extremely important. 
One should encourage patients to return at intervals 
in order to discuss their current status. This can 
be an important means of continuing the emotional 
elements necessary to help them maintain psycho- 
logical balance. 


Conclusion 

The realization in middle age of the fact that they 
have reached and are passing the peak of efficiency 
and productiveness, and that with but few excep- 
tions the rest of the route is downhill, brings many 
people to. the physician with depression, anxiety, 
and psychosomatic illness. The fortunate ones are 
those who have developed interests outside their 
work, satisfying social relationships, and the ability 
to accept calmly the necessity of readjustment. The 
most favored few are those who, for reasons we do 
not understand, need not face this problem at all. 
To those who have not these assets and are fright- 
ened at the prospect of diminishing vigor, this pe- 
riod of involution brings pain and illness. Drugs 
and manipulations alone will not help them; their 
human needs require attention, too. 
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Dear Doctor: 


I wish to report that we have been diligently pursuing an answer to our rather huge 
and most bizarre problem of finding an over-all solution; which of course must be 
compatible with the State Welfare Board, the Kansas Hospital Association, the Pharma- 
ceutical Association and those providing medical and surgical service to the indigent. 
I am proud and happy to advise that each and every participant mentioned above is fully 
cognizant of the magnitude of this deeper than apparent social problem! I personally 
solicit from each and every county your continued patience for a short while, for soon 


I shall provide you with some startling and amazing facts! 


The program for the circuit postgraduate course is now completed and has been in 
your hands nearly a month. Please permit me to urge your consideration and in the final 
analysis, your enrollment. I would also urge your recognition of the fact that this 
excellent postgraduate course is sponsored by your Society, your State Board of Health, 


and your State School of Medicine-—it cannot fail! 


It is most gratifying and very stimulating to note the acute interest in society problems 
shown by many chairmen and their respective committees having early meetings and 


thereby forming their plans early in order to accomplish the maximum during the coming 


months. Please accept my congratulations! 


I am of the opinion I can speak for each of you in saying to Dwight Lawson, Sam 


Barham and their assistants—Thanks for a job superbly done on the “Physicians’ 


Manual.” I wonder how many of us are putting in a portion of time in behalf of the 


society that is so nobly represented in the issuance of this excellent preparation? 


Very truly yours, 


| 
| 
i 
| 
. 
! 
: é 
t 
t 
tl 
n 
tl 
fe 


Traffic Safety 


Perhaps you know it already—that the 68 Kansas 
faralities in August is the largest toll for any one 
month in the history of this state—that 387 persons 
were killed by vehicles in Kansas this year up to 
September 15, which promises to make this a record 
high—that nationally 37,800 traffic deaths are ex- 
p:cted this year, or 3,000 more than ever before— 
that 980,000 Americans have lost their lives in 
traffic deaths since 1900. 

Perhaps you know that the Kansas Medical So- 
cicty is cooperating in a Kansas Conference for 
Traffic Safety Education, where every possible 
means of reducing this death toll is being explored. 
A heartening interest is being shown in driver edu- 
cation classes for young people and adults. Safety 
films are being presented all over the state. Many 
organizations are sponsoring safety as principal 
projects and the man-to-man agreements are in- 
creasing in popularity. 

These, in case you do not know, are voluntary 
agreements between father and son that each will 
respect the car for the power it has, each will obey 
the laws and use courtesy while driving. Similar 
pledges are available for father and daughter com- 
pacts. While such agreements have no legal status 
they can be effective exactly to the degree that both 
parties respect and abide by the principles involved. 

You know of course of many vagaries within the 
law that might be corrected, the farce that lies 
within the driver’s license law, the lack of enforce- 
ment of regulations that are in effect. You can point 
to the need of wider, straighter four-lane highways, 
special truck routes, compulsory liability insurance 
and many other things that would correct one or 
another of the myriad present day problems. All 
these are being studied and worked at from many 
sources, but these are primarily on the negative side 
of the question. 

The great and abiding problem remains the driver 
himself, and on that hazard the medical profession 
and education have a profound dual responsibility. 

You know it is human, pot mechanical failure 
that causes most accidents. Dr. Bryon Stockey de- 
scribed it this way. “The most difficult problem in 
the campaign for safety is neither the road nor the 
car. It is the human element. Roads can be rebuilt; 
new principles of car design can be adopted; but 
the driver's nervous system cannot be made over 

. His reactions within certain limits are fixed. 
Yet, he too must be controlled.” 

It is physically impossible for the medical pro- 

fession to periodically re-examine every driver, nor 
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_ is the physician at liberty to notify law enforcement 


officers of patients considered unfit to operate a 
motor vehicle. Even if both were possible, it would 
probably bring about as much harm as good. 

There are some things that the individual physi- 
cian can do. The effectiveness of the medical pro- 
fession’s contribution to this field will just about 
total whatever interest is shown by the individual. 
Many possibilities are open, but these few ideas may 
present other possibilities. 

The individual physician can endorse and lead 
in the public acceptance of safe driving principles. 
He may materially aid the effectiveness of local 
driver education courses by offering to address the 
students on why he advocates safety. He may work 
toward the passage and enforcement of sound ve- 
hicle control laws. 

But there is also something more he may do. He 
may advise his patient on the hazards of driving. 
Many operators are unaware that their physical, 
mental or emotional disturbances create danger to 
themselves and others. Some just do not care. 

You and you alone are qualified to judge the 
nature of his illness and how this might affect his 
driving. If it is his eyes, you know the extent of 
his handicap. If it involves his reflexes, you are 
aware of that problem. If you could convince this 
large body of persons of the risk they take while 
operating a vehicle, you could make a tremendous 
contribution in the solution of this problem. 

Yes, it takes time and effort on your part, but it 
would represent one of the great public services that 
are open to the medical profession. You have the 
knowledge to solve this problem and the oppor- 
tunity. You alone are in this peculiar position, and 
upon your willingness to accept this challenge rests 
to considerable degree the prospects of reducing the 
annual traffic toll in Kansas. 


Socialized Medicine in Scotland 


Mr. R. C. McCormick, manager of the Broadview 
Hotel in Wichita, recently visited Scotland and Eng- 
land. He wrote the following article on socialized 
medicine for the Wichita Beacon. It is reprinted 
here with permission from the author. 

“Elie, Fife, Scotland—Socialized medicine was a 
new experience to me. 

“During a golf game I had lie a clumsy swing 
at a ball and put a severe stitch in my back muscles. 
I spent a restless and painful night. 

“The next day we were to drive to Edinburgh. I 
had my host call the family doctor and make an ap- 
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pointment to give me a shot to relieve the pain. It 
was early morning, before office hours, so there 
was no delay. 

“I called at the doctor’s home and the shot was 
administered. The reply was ‘nothing, the socialist 
government is paying for it.’ 

“Not only that, he handed me a prescription 
headed ‘National Health Service (Scotland). Execu- 
tive Council for County of Fife.’ He explained that 
it was a form of analgesic balm shipped over from 
America, which was exceptionally good fer such 
cases. Just stop at any pharmacy and present the 
slip. The government would be glad to give it 
to me. 

“He then went on to say that he would be pleased 
to write me an order for a wig or a set of false 
teeth if I felt inclined to have either or both. Again, 
they were ‘free.’ The government would ‘give’ them 
to me. I was a guest of the British government and 
during my stay, the government felt obligated to 
keep me in good health. 

“I wanted to ask him if he could give me a pre- 
scription for a good, juicy 10-ounce steak and a 
quart of fresh orange juice. Both are very healthful. 

“I was frankly puzzled with the whole procedure. 
I had contributed nothing during my stay in Scot- 
land. I was at a loss to understand how a free wig 
would help my health. 

“Later when I found that the government was 
soaking the working man five shillings for a five- 
pound salary and then taking another five shillings 
from the employer, I wondered why I wasn’t of- 
fered a beautiful nurse to rub my brow and to ac- 
company me on the balance of my trip. There was 
enough money coming in for such generosities. 
Where was it all going? I should settle for a wig! 

“Relating this to American dollars. A man with 
a $14-a-week salary pays 67 cents a week and his 
boss pays 67 cents a week for ‘free’ health service. 
The total is almost 10 per cent of the man’s salary. 
Take 10 per cent of your current monthly salary, 
put that figure up against $6.00 a month, the ap- 
proximate cost of Blue Cross and Blue Shield for 
you and your family in America. The $6.00 a month 
is freedom. Ten per cent of your salary is socialism. 
Take the different between the two figures and 
multiply is by 60,000,000—the number of workers 
in America. The result is the waste of socialism. 

“For example, say you make $250 a month. You 
and your employer would contribute $25 a month 
to health under socialism. Twenty-five dollars, less 
$6.00, is $19. Nineteen dollars times 60,000,000 is 
$1,140,000,000 waste. 

“This is a very conservative example. The na- 
tional health service of Britain puts out NO figures 
on cost. It has been fairly estimated that the British 


government is putting up $3,000,000,000 over and 
above its outrageous tax on each worker to carry 
on ‘free’ health. 

“Sooner or later we will be educated to the point 
where we all realize that God, in His infinite wis- 
dom, created the world so that nothing is ‘free’-- 
not even freedom. We must work for everything v.e 
have. 

“These politicians who say to us, ‘I can fix it so 
that the government will do it for you,’ work upon 
our ignorance and greed. They fly in the face of 
creation. As long as they remain in power due io 
our willingness to believe them, they are a living 
monument to our stupidity and selfishness. Noth- 
ing on this fair earth ever has or even will be ‘for 
free. When you get ‘something for nothing,’ you 
either have paid for“, or it is nothing.” 


What Is Federal Aid? 


“What Is Federal Aid?” was the subject of an 
editorial that appeared recently in Nebraska Agri- 
culture, official publication of the Nebraska Farm 
Bureau Federation. The definition and the editorial 
follow: 

“Federal aid is a temporary expedient that was 
offered to state and local governments by idealistic 
bureaucrats at a time when state and local govern- 
ments lacked the courage to face and meet squarely 
their own problems of administration. It is a delu- 
sion that has gained permanency because state and 
local governments have not had the courage to make 
an effort to solve the problems created by the de- 
pression years of the thirties and the war economy 
that followed. Federal aid has always carried with 
it the idea that it costs no one anything; it is just 
money that the federal government gives states and 
local governments out of the goodness of its heart. 
Don’t you believe it. 

“You and I and all the other American taxpayers 
pay dearly for federal aid. Every dime of federal 
aid is paid for in higher taxes, higher costs of auto- 
mobiles, higher costs of fodostuffs and everything 
farmers and consumers buy, because taxes are a big 
item in the costs of production of this nation. . . As 
a matter of fact, federal aid is the most expensive 
solution to problems faced by state and local gov- 
ernments, because taxpayers have to pay the costs 
of bureaucratic idealists who tell the states and local 
governments what share they shall have of the tax 
funds available and how they shall administer it.” 


Now is the time to make reservations for the 93rd 
annual session of the Kansas Medical Society. The 
meeting will be held in Kansas City, Kansas, April 
27-May 1, 1952. 
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SOCIALIZED MEDICINE 


This is the 23rd of a series of articles dealing with 
federal compulsory health insurance. They are de- 
signed to give the physician factual information and 
reliable data which may be used in the preparation 
of articles or speeches on this important subject. 
Additional material will be presented in subsequent 

Socialized Medicine in Great Britain 

The following release, distributed by the Com- 
mittee for Constitutional Government, Inc., was 
written by Cecil Palmer, English publisher, author 
and journalist, who is one of the most vocal and 
highly respected opponents of socialism in Great 
Britain today. 


For more than three years, the British people 
have endured socialized medicine. Supposedly in- 
tended to provide a first-class national health ser- 
vice, the scheme was politically conceived and is 
rapidly becoming politically administered. It failed 
to fulfill its promises and obligations because poli- 
tics and medicine do not mix. The art of healing 
has nothing in common with the craft and crafti- 
ness of vote-catching. 

In its evolution from private practice to state 
control, the profession of medicine is losing its in- 
dependence, integrity and indispensable privacy in 
the relationship between physician and patient. A 
lay bureaucracy impinges itself on medicine. The 
profession is cluttered with orders, rules and regula- 
tions. It is overwhelmed in an avalanche of forms, 
questionnaires and certificates which reduce doctors 
to impotence and patients to despair. 

For some years, the American public has been 
invited to accept politically-planned and controlled 
medicine because, among other things, it is claimed 
that such a system is imperative to overcome a po- 
tential shortage of doctors. But nationalized medi- 
cine has not solved the problem of too few doctors 
in Britain. On the contrary, some of the best men 
and women in the profession steadfastly refuse to 
associate themselves with the scheme. Others who 
gave it a fair trial are deserting it, by premature 
retirement, seeking other employment, or by emi- 
grating and requalifying for service abroad where 
the ethics of private medical practice still prevail. 

One well-known doctor said upon giving up 
practice, “I cannot cope with the situation. To make 
an adequate living, you must have so many patients 
you can’t look after them properly. What worried 
me most was not being able to prescribe what I 
thought was good for my patients. Instead, we are 
supplied with a list of what we are permitted to 


prescribe, and I found myself thinking not what is 
good for a patient but whether a particular pre- 
scription is on the list. That is bad medicine.” 

Broadly speaking, there are not enough doctors, 
nurses, hospitals or clinics to service the Service 
efficiently. The maximum panel of patients allotted 
to one doctor is 4,000 and the minimum is 2,500. 
The average time available to the doctor for both 
diagnosis and treatment under nationalized medi- 
cine is from three to five minutes per patient! 

The first estimate of the cost of this so-called 
“free” medical service was $500 million a year. 
Despite the fact that patients now make part pay- 
ments for dentures and spectacles, nationalized 
medicine now costs British taxpayers roughly $1,960 
million a year, an increase of nearly 300 per cent 
since 1948. Of this expenditure, only $143 million 
reaches general medical practitioners. When na- 
tionalized medicine was inaugurated their per capita 
fee was a fraction more than five cents a patient, 
and this scale still applies today when bare living 
costs have advanced. 

According to the Auditor General, Sir Frank 


Tribe, (and he should know) nationalized medicine 


has produced a swollen, expensive bureaucracy of 
non-professional “administrators.” He points out 
that “of the total hospital expenditure, 9.9 per cent 
goes in doctors’ salaries, 23.8 per cent for nurses, 
and 26.5 per cent represents salaries and wages of 
‘other officers and employees’ including administra- 
tive staffs.” 

Large sections of the British public have become 
“bottle-and-pill” conscious. We are extending and 
fostering a brand of petty hypochondria, hitherto 
the almost exclusive prerogative of the self-pitying 
few who imagine that they enjoy being ill. The very 
sick are herded with the very slick and must wait 
their turn. The old, the dying and the desperately 
ill are forced by circumstances beyond the control 
of either doctors or patients to enter a competitive 
struggle with their relatively healthier rivals. 


There are tragically long waiting lists for ad- 
mission to hospitals. The number is officially ad- 
mitted to be more than 500,000. There are also at 
least 10,000 serious tuberculosis victims awaiting 
admission to sanitoria. At the-same time, there are 
thousands of empty beds because the available pro- 
fessional personnel cannot cope with the demand 
for its skilled services. 

It is not surprising, therefore, that the Associa- 
tion of Municipal Corporations, representing local 
government in contradistinction to national govern- 
ment, strongly criticized hospital administration. 
Appalled by weighty evidence of waste in national- 
ized hospitals, the association declared that “the 
direct accountability of the local authorities to the 
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electorate for the expenditure they incur is more 
likely to conduce economy than the present sys- 
tem.” 

The blunt truth is that nationalized medicine is 
facing a financial crisis. Over-burdened British tax- 
payers now realize that they are paying far too much 
for far too little. Doctors and patients alike are be- 
wildered and viciously frustrated. They are in tem- 
porary bondage to the totalitarians. It is possible 
that all concerned are waking up to Herbert Spen- 
cer’s classic generalization that “the ultimate result 
of shielding folk from folly is to fill the world with 
fools.” 

The British people are not fools and cannot be 
fooled by knaves and so-called “do-gooders” in- 
definitely. The pregnant point at issue is not free 
medicine, which is a palpable lie, but freedom in 
medicine which is an eternal, fundamental truth. 
Nationalized medicine is operative socialism; and 
socialism begins in the benevolent tyranny of the 
Welfare State and inevitably reaches its climax in 
the malevolent, tyrannical Serf State. 


Conference on Heart Disease 


A conference on heart disease, to which all phy- 
sicians in the state are invited, will be held on 
Thursday, November 15, at Winter VA Hospital, 
Topeka, under the sponsorship of the Committee on 
Study of Heart Disease of the Kansas Medical So- 
ciety. There will be no matriculation fee. 

The conference will begin at 10:00 a.m. and will 
be continued through the afternoon. Luncheon will 
be served at the hospital. 

Dr. Edward Massie of St. Louis, associate pro- 
fessor of clinical medicine at Washington Univer- 
sity and a member of the staff of Barnes Hospital, 
will be principal speaker. The program will be as 
follows: 

The Care of the Pregnant Cardiac—Mahlon H. 
Delp, M.D., University of Kansas Medical Center, 
Kansas City. 

Electrocardiography and Congenital Heart Dis- 
ease—Ned W. Smull, M.D., University of Kansas 
Medical Center, Kansas City. 

Case of Mitral Stenosis with Autopsy—Robert 
T. Cotton, M.D., Winter VA Hospital, Topeka. 

Problems in Congestive Heart Failure—Edward 
Massie, M.D., St. Louis. 

Thirty-Minute Question and Answer Period. 

Some Metabolic Aspects of Coronary Heart Dis- 
ease—Richard R. Howard, M.D., Winfield. 

Psychosomatic Case Report—Paul W. Yost, M.D, 
Winter VA Hospital, Topeka. 

Studies on Pheochromocytoma—Newman V. Tre- 
ger, M.D., Topeka. 
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Case of Malignant Hypertension with Autopsy— 
Samuel Zelman, M.D., Winter VA Hospital, To- 
peka. 

The Use of a Temporary Polythene Shunt to Per- 
mit Resection and Replacement of Vital Vessel Se z- 
ments with Homologous Frozen Grafts—Paul W’. 
Schafer, M.D., University of Kansas Medical Ce:- 
ter, Kansas City. 

The Committee on the Study of Heart Disease 
sponsors two courses each year. The first is a three- 
day course held in Emporia during October, de- 
signed to interest those physicians who have had 
advanced graduate study in heart disease and a con- 
siderable portion of whose practice relates itself to 
that specialty. The second conference, for which 
the program is given above, is designed for all doc- 
tors of medicine interested in the subject of heart 
disease. Previous conferences have been well re- 
ceived, and the committee hopes that a great many 
physicians will attend so that this year’s program 
will be of even greater value than those which have 
preceded it. 


Study on Typhoid Inoculation 

A study on the effect of typhoid inoculation of 
women in the child bearing age is now being con- 
ducted in the Kansas City area, and information 
from physicians in other flooded areas of Kansas is 
urgently requested. A follow-up study on fetal 
anomalies, to be conducted in about eight months, is 
also planned. 

Data for the study ‘is being collected by Dr. Roy 
Busenbark, 224 Brotherhood Block, Kansas City, 
Kansas, who will furnish blanks for reports. Kan- 
sas physicians who gave inoculations to women in 
the age group being studied are asked to supply the 
information requested. 


Accuracy in Laboratory Diagnosis 


A promise of greater accuracy in laboratory diag- 
nosis results from a service announced recently by 
the College of American Pathologists. The group is 
initiating a program which will enable pathologists 
who direct laboratories to obtain highly standardized 
chemical solutions for use in performing tests on 
body fluids. 

Distribution of standardized dextrose and_nitro- 
gen solutions to 1450 member pathologists began 
August 30. By checking solutions prepared by their 
own technicians against the standard solutions, di- 
rectors of laboratories can thereby increase the re- 
liability of their medical tests. 

This program is the initial step in the develop- 
ment of a comprehensive plan for standardization 
of laboratory procedures, the College announces. 
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Case Report from the University of —_— Medical Center 
Clinical Pathological Conference 


Myocardial Infarction—Embolic Coronary Occlusion 


Edited by Glen R. Shepherd, M.D., and Mahlon 
H. Delp, M.D., from recordings of the conference 
participated in by the departments of medicine, 
pathology, psychiatry and neurology, roentgenology, 
and the junior and senior classes of medical students. 

Case Presentation 

A. W., a 48-year-old colored female, was admitted 
April 30, 1951, and expired on May 1, 1951. One 
hour after admission, while lying in bed, she de- 
veloped severe pain in the chest with radiation to 
the neck and both arms. Within a few minutes she 
became comatose and was brought to the emergency 
room. 

Physical examination showed a well developed, 
well nourished colored female who was comatose. 
The skin was cold, moist, and markedly cyanotic, 
and the extremities were mottled. The pupils were 
pinpoint in size. Respiration was shallow and rapid. 
No radial pulse or blood pressure could be obtained. 
The heart rate was 72 per minute and there was a 
gallop rhythm present with a grade III systolic mur- 
mur at the apex. Moist rales were heard in both 
bases. The liver was palpable four finger breadths 
below the right costal margin and was smooth. There 
was two plus pitting edema of the legs. 

Past history revealed a two month illness at age 
13 years characterized by fever and swollen tender 
joints. A similar illness occurred at age 22. A posi- 
tive serologic test for syphilis was discovered at age 
32, following which she received a course of bismuth 
and arsenic for-over a 10-year period. The serology 
was negative thereafter. At age 32 she was seen 
with lower left abdominal pain and excessive 
menses. Pelvic examination revealed a tender, left 
tubo-ovarial. mass thought to be inflammatory. At 
age 34 she complained of dyspnea, vertigo, and 
hemoptysis. 

During her 44th year she incurred two cerebro- 
vascular accidents with residual paresis of the left 
arm from the first and partial paresis of the right 
arm and leg and a moderate speech defect from the 
second. 

She was next seen at age 45 when she complained 
of vertigo, headache, chest pain with radiation to 
the left arm, and attacks of nocturnal dyspnea. At 
this time she had a grossly irregular rhythm and her 
blood pressure was 180/85. At age 46 she wis in 
KUMC for two weeks with rather severe pain of 
sudden onset in the left shoulder. Examination re- 
vealed in addition to the previous heart findings 


absence of the left radial pulse and markedly lim- 
ited left arm motion. A few weeks later she had an 
episode which started with syncope and headache 
and was followed by severe abdominal cramps and 
constipation. The blood pressure at this time was 
160/110. She was hospitalized for this illness and 
while here had several episodes of severe pain in 
the right chest. She was hospitalized twice in 1950 
for nausea and vomiting thought to be due to ex- 
cessive digitalis. 

The menstrual history revealed gross irregularity 
since age 32 with frequent bouts of menorrhagia. 
She always had considerable dysmenorrhea. There 
were nine pregnancies, one full term normal de- 
livery, one therapeutic abortion, and seven miscar- 
riages, the latter in the early months of pregnancy. 


Laboratory findings taken from the outpatient 
clinic records over the past year show the follow- 
ing: Complete blood count, serum sodium, potas- 
sium and chloride, and hepatogram all within nor- 
mal limits. Urinalysis showed a trace to two plus 
albuminuria. Wassermann and Kahn were negative. 
Numerous blood cultures negative. NPN 24.1 and 
37.5. Iodine—131 uptake—17 per cent. 

During the hospital course, aminophylline and 
coramine were given intravenously. Over a three- 
hour period, 250 cc. of plasma and two 500 cc. 
while blood transfusions were given. Oxygen was 
given continuously. At one time a feeble radial 
pulse and a blood pressure of 40 mm. mercury could 
be obtained. Three hours after admission a bilateral 
stellate ganglion block was performed. The respira- 
tory rate became progressively slower, being eight 
per minute 11 hours after admission. At this time 
there were moist rales throughout both lungs. 
Further respiratory stimulants were given without 
avail and the patient expired 12 hours after admis- 
sion. 

Dr. Mahlon H. Delp (Chairman): This patient 
had been under observation for a long period of 
time. The diagnosis, while not actually mentioned 
in so many words, should be rather clear. I refer 
to the primary disease requiring such long constant 
observation. The signs and symptoms presented the 
evening of admission indeed were very dramatic. I 
think there were a dozen people there who were 
puzzled by this patient's appearance. 

Question: Did the findings include a colloidal 
gold? 

Dr. Edwin Slentz (Medicine Resident): Yes. 
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That was done in October of last year, and recorded 
as negative. 
Dr. Delp: May we have the EKG’s. 


Dr. E. Grey Dimond (Medicine): The EKG of 
July 5, 1948, shows auricular fibrillation with a rate 
that is quite well controlled. There is probably some 
right ventricular hypertrophy, but it is difficult to 
confirm it with the number of leads used. 


An EKG of June 23, 1950, about a year before 
her death, is relatively unchanged. The tall R wave 
noted over the right precordium indicates a large 
right heart. It is compatible with the auscultatory 
observation of a mitral rumble. 


The electrocardiogram on the day before death 
shows a pattern that is rather diagnostic and typical. 
You will notice the fact that no P waves are ap- 
parent, that there is an elevation of the RST segment 
in Leads II, III, and aVf. There is a reciprocal de- 
pression in Lead I and aVI. This is a rather typical 
pattern of a posterior infarction. 


Dr. Delp: Dr. Germann, may we have the x-ray 
films. 

Dr. Donald Germann (Roentgenology Resident) : 
The film I have was taken in January, 1950. The 
heart is not unusually large. It does have some prom- 
inence in the pulmonary outflow. The lateral film 
is a little more interesting. There is a definite bulge 
in the region of the left auricle. There was definite 
fullness in the region of the right ventricle. This 
goes along with what the history and other findings 
have suggested in the mitral region. 


Figure 1. Electrocardiogram taken the day before death, showing 
the 12 leads in a typically diagnostic pattern. ST segment is mark- 
edly depressed in lead I and elevated in leads II and III of the limb 
leads while the ST segment is depressed in aVl and elevated in 
aVf. Thus, the current of injury is characteristic of posterior 
myocardial infarction. The RST duration is consistent with 
posterio-lateral myocardial injury. Incidentally, the tracing shows 
auricular fibrillation and frequent ventricular premature systoles. 
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Differential Diagnosis 

Mr. Don R. Meriwether (Medical Student) : Even 
though embolic phenomena as a cause of myocardial. 
infarction are classed as rare, even in rheumatic 
heart disease, they do occur. Here is a woman who 
had a history of embolic phenomena for some years 
past. I think she did have a myocardial infarction 
resulting from coronary embolization. 

Dr. Delp: Why do you think she had myocardial 
infarction? 

Mr. Meriwether: On the basis of the EKG find- 
ings and the clinical course. That is, severe pain de- 
veloped during rest with the typical radiation and 
cardiovascular collapse. 

Dr. Delp: Would you elaborate upon the path- 
ogenesis for this infarction? 

Mr. Meriwether? I think it is on the basis of a 
mitral valve lesion of the heart. The contributory 
factors were present. These include a long history 
of rheumatic type heart disease and a history of 
fibrillation which was still present on admission. 
It is possible that emboli were coming from the 
valve but more likely from the auricle. 

Dr. Delp: Mrs. Sumner, what do you consider 
the common cause of death of patients who have 
rheumatic heart disease? 

Mrs. Joyce Sumner (Medical Student): Con- 
gestive heart failure. 

Dr. Delp: About what percentage of them die 
of congestive heart failure? 

Mrs. Sumner: Eighty to 90 per cent. 


Figure 2. Right lateral x-ray of the chest showing a definite 
bulge in the region of the left auricle and fullness in the region of 
the right ventricle. 
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Dr. Delp: I would like to approach this problem 
with the staff in just a little different manner. Dr. 
Wheeler, I would like to know what your differen- 
tial diagnosis might be, if you had only this patient's 
symptoms for evaluation. I saw this patient shortly 
afier she had arrived in the emergency room. She 
ws comatose. Relatives said that she had com- 
plained of a severe chest pain which came on sud- 
denly while she was sitting up in bed relaxing after 
her evening meal. She described the pain as radiat- 
ing into both arms and into the back of her neck. 

Dr. John Wheeler (Medicine): The differential 
diagnosis with those symptoms is considerably lim- 
ited. Certainly the thing that you would think of 
first would be anoxic pain from coronary insuffi- 
ciency or coronary occlusion. 

Embolic phenomena with pulmonary infarction 
is often associated with severe pain but also with 
symptoms referable to the lungs. Usually these are 
cough, expectoration of blood tinged sputum, and 
even collapse. 

Dissecting aneurysm of the aorta would not be 
outside the realm of possibility. Due to the fact 
that we know reasonably well that she had no 
aneurysm radiographically, I think that can be ruled 
out. 

I think the diagnosis is obviously coronary occlu- 
sion with typical radiation of pain. 

Dr. Delp: Dr. Wheeler, do you think this pa- 
tient’s coronary occlusion is on a basis of arterio- 
sclerotic heart disease? 

Dr. Wheeler: Yes, sir. 

Dr. Delp: Dr. Kaul, this patient had a profound 
shock. Would that evidence influence your differ- 
ential diagnosis? 

Dr. Philip Kaul (Medicine): I agree with Dr. 


_ Wheeler that, if we can believe the history from the 


family, this patient certainly had typical symptoms 
of myocardial infarction. Most patients who have a 
myocardial infarction do not become comatose al- 
though a considerable portion of them will have 
peripheral vascular collapse and shock. However, a 
certain group of patients with myocardial infarction 
will become unconscious. 

The other thing that certainly should be consid- 
ered in the differential diagnosis because of this 
patient’s coma is a cerebral vascular accident. The 
patient had pin point pupils, lack of response, lack 
of reflexes, and general nervous and vascular col- 
lapse. Certainly she could have had either a cerebral 
embolus or cerebral emboli to one or more areas of 
the brain. 

I think the patient had both a myocardial infarc- 
tion and cerebral vascular accident due to an em- 
bolus. As far as the etiology of the myocardial in- 
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farction goes, this patient did have some enlarge- 
ment of the heart although it is not marked. The 
patient was an old rheumatic, had had pain in the 
past which was suggestive of, but not diagnostic of, 
angina pectoris, had had some degree of hyperten- 
sion for five or six years. She was 48 years old. 
Tossing those factors together, still it does not seem 
to produce enough evidence for myocardial infarc- 
tion due to thrombosis. On the other hand, you still 
have to accept that as the probable cause of the myo- 
cardial infarction because embolization into a coro- 
nary Ostia is a rate phenomenon which is rarely seen 
and rarely reported. Those cases reported are most 
often associated with subacute bacterial endocarditis. 
The latter diagnosis, I doubt very much. 

Dr. Delp: Are there any features of this case 
suggesting dissecting aneurysm? 

Dr. Kaul: I think it fits it in many respects. The 
degree of shock and collapse fits the picture of dis- 
secting aneurysm. The pain is not typical of a dis- 
secting aneurysm. Most dissecting aneurysms pro- 
duce pain that proceeds on up into the head or down 
the back. 

I think perhaps this patient is a little young for 
dissecting aneurysm. , 

Dr. Delp: I would disagree a bit with Dr. Kaul. 
1 think the pain is not typical. However, there were 
some features of the pain that made us think of a 
dissecting aneurysm momentarily—the wide dis- 
tribution in the upper segment of the body. The pa- 
tient’s appearance of being in cardiovascular collapse 
would also fit. Patients with dissecting aneurysm 
do not usually have such marked fall in blood pres- 
sure even though having the appearance of cardio- 
vascular collapse. 

Dr. Steegmann, we have not yet adequately con- 
sidered the comatose state noted here. 

Dr. Theodore Steegmann (Neurology): The out- 
standing things given in the history are first, sud- 
den onset with profound rapid coma, pin point pu- 
pils and respiratory difficulty. The pain in the chest 
has been discussed. Several things can happen in 
the central nervous system resulting in sudden pro- 
found shock with coma. Several things affecting the © 
central nervous system cause a more gradual coma 
with respiratory suppression. 

Opium poisoning could more or less be excluded 
because of the history of sudden onset, although 
when you see a patient with pin point pupils and 
respiratory depression, you should always think of it. 

Second, primary pontile hemorrhage can occur in 
persons of this age and particularly in hypertensive 
cardiovascular disease. This causes a profound shock, 
pin point pupils in certain cases, and respiratory 
failure. I have seen quite a number of these cases, 
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and in a few of them there was a history of chest 
pain at the onset. These patients usually become 
unconscious so rapidly that you cannot always get 
much history of premonitory symptoms. A large 
percentage have blood in the spinal fluid. What 
diagnostic procedures you do in a patient like this 
have to be modified by how sick the patient is. 
You're not going to run for a spinal puncture needle 
in every case you see. In both interventricular hem- 
orrhage and pontile hemorrhage, which is interven- 
tricular in a large percentage of cases, grossly bloody 
spinal fluid is important. 

Another thing we think of that might cause res- 
piratory difficulty and small pupils would be the 
very rare intermedullary hemorrhage in the spinal 
cord in the cervical region. That might more Lkely 
follow trauma, but spontaneously occurring cases 
have been recorded. The small pupils then are due to 
blocking of the sympathetic pathways. I assume 
these pupils were constricted before the patient was 
given the stellate block. At any rate, hemorrhage in 
that region would affect respiration because the 
respiratory mechanisms lie just a few segments higher 
in the spinal cord. 

I would like to mention one thing about dissect- 
ing aneurysm of the aorta. That is that those 
aneurysms also affect the small vessels that originate 
the radicular arteries of the spinal cord and pro- 
duce occlusion or a cutitng off of their blood sup- 
ply. This produces the picture of thrombosis of the 
anterior spinal artery which in many ways will 
simulate intermedullary hemorrhage in the spinal 
cord. It seems to me a rather remote possibility 
here. 

Dr. Delp: Dr. Bolinger did make a completely 
correct ante mortem diagnosis in this patient, and 
I would like to have him tell us briefly why he 
made the diagnosis. 

Dr. Robert Bolinger (Medicine): I considered 
the same differentials that have been mentioned. 
The striking thing about this patient was, as Dr. 
Steegmann pointed out, her comatose state. It would 
be difficult to base any cause for a comatose state 
outside of some depression to the brain, either 
chemical, circulatory or traumatic in origin. The 
profundity of shock could have been responsible 
for her comatose state for a short period of time. 
However, a person, who is in a state of shock, if 
placed in the horizontal position with the feet higher 
than the head, is soon wide awake and appears to 
be almost alert. This patient was certainly not 
that. 

The fact that this coma continued over a long pe- 
riod of time could be explained only by some dis- 
ease of the brain itself. With the previous history 
of two embolic phenomena, I believe if we hadn’t 


had an electrocardiogram on the patient and had 
merely seen her lying there on the table, we wou!d 
have simply said that she had a cerebral embolisin 
and that her chest pain was probably due to the 
same phenomena. 

This patient had had chest pain over a long period 
of time. On the whole the story of pain was atypical. 
The electrocardiogram showed unmistakable ev 
dence of a myocardial infarction. I think it reason- 
able to offer a common pathogenesis for the electro- 
cardiographic patterns as well as the central nervous 
system symptoms. 

Pathological Findings 

Dr. Ann Pollack (Pathology) : The body was that 
of a fairly well developed, well nourished negro 
woman. There wasva little distention of the abdomen 
and a little bit of pitting edema of the ankles and 
nothing else externally. 

The heart was enlarged, particularly on the right. 
The right ventricle was both dilated and hyper- 
trophied. Both the auricles were likewise. The left 
ventricle, in contrast, was actually small: The mitral 
valve showed the characteristic fish mouth de- 
formity of severe mitral stenosis. It admitted the 
little finger with difficulty. 

The other valves were not remarkable. Upon 
opening the right ventricle some hemorrhage was 
noted beneath the endocardium. This covered an 
area of necrosis. The apex of the papillary muscle 
actually extending into the muscular wall itself was 
surrounded by hemorrhage. This had the gross ap- 
pearance of being an infarct. But it was in a re- 
markable location, on the free wall of the right ven- 
tricle. Infarcts in the right ventricle are exceedingly 
uncommon. They represent somewhere between 
three and six per cent of all infarcts, but they do 
occur. 

The right coronary artery appeared to be dis- 


Figure 3. Gross picture of the cut heart. Numeral 1 is on che 
left auricle, 2 at the mitral stenosis, and 3 on a portion of eft 


ventricle. 
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tended and in that area of distention was a fresh 
ante mortem clot. This clot propagated down the 
distal portion of the coronary artery. 

This is a most amazing appearance for an ordi- 
nary coronary thrombosis. A thrombosis of any 
kind conforms to the shape of the vessel in which 
it is found. However, this thrombosis didn’t con- 
form to the shape of it but actually distended it. It 
looked for all the world as if it had been pushed 
inward. 

The gastrointestinal tract from a portion just be- 
yond the ligament of Trietz through the entire jeju- 
num and ileum, the cecum, the ascending colon, the 
hepatic flexure, and the right half of the transverse 
colon were all dilated and presented purple-red dis- 
coloration with hemorrhage into the wall particularly 
in the terminal ileum. That, of course, is the classi- 
cal distribution for obstruction of the superior 
mesenteric artery. The superior mesenteric artery 
also had an ante mortem thrombus obstructing it. 


It might be possible, but exceedingly unlikely, to 
get two simultaneous thromboses, both of them very 
fresh. The mitral valve did show microscopically a 
very small adherent thrombus which apparently was 
the source of the embolus to both vessels. 


There were multiple areas of infarction in both 


Figure 4. Photomicrograph showing embolus in the right coro- 
artery. 
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kidneys. There were multiple infarcts in the spleen, 
all of which were old, and several areas of old soft- 
ening in the brain. There was also chronic passive 
congestion in the liver with some cirrhosis. 

So this is a case of a patient who had multiple 
episodes of embolism over a period of many years, 
who terminally presented a coronary embolism with 
an infarct in the right ventricle and an embolism in 
the superior mesenteric artery with infarction of 
the entire small intestine and the right half of the 
large intestine. 

Summary 

A 48-year-old female patient long under observa- 
tion for rheumatic heart disease and its common 
complications of congestive failure and auricular 
fibrillation and embolic episodes is suddenly seized 
with severe chest pain. This situation is immediately 
followed by coma and profound shock. The electro- 
cardiogram accurately indicated a posterior myo- 
cardial infarction. Myocardial infarction due to ar- 
teriosclerotic heart disease, dissecting aneurysm, and 
coronary occlusion due to embolization were fea- 
tures of the differential diagnosis. The latter was 
the ante mortem clinical diagnosis considered most 
likely based upon the past history and the persistent 
comatose state. 


To Study Effects of Radiation 


A national survey to determine the prevalence of 
congenital malformations among the children of 
physicians, laboratory aides and others who are 
constantly exposed to radiation through their work 
in x-ray or radium therapy will be made soon with 
the aid of a Public Health Service grant. 

The survey, to be made among some 4,000 ra- 
diologists in the United States, will be the first at- 
tempt to determine in a human population whether 
and how radiation causes hereditary changes within 
a period of one or two generations. It may also pro- 
vide information on radiation effects which may re- 
sult from atomic warfare, revealing the extent of 
safety provided by current protective measures. 


The University of Colorado School of Medicine, 
Denver, announces a series of postgraduate courses 
open to all physicians who are members of their 
respective county medical societies. The following 
courses are scheduled: Chest Diseases, October 18- 
20; Heart Disease, November 15-17; Poliomyelitis, 
December 13-15; Neuro-Anatomy Seminars, Thurs- 
day evenings, August 16-December 27; Patholog- 
ical-Physiological Seminars, Tuesday evenings, Sep- 
tember 24-December 15. 

Inquiries may be directed to the Office of Director 
of Graduate and Postgraduate Medical Education, 
4200 East Ninth Avenue, Denver 7, Colorado. 
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BLUE SHIELD 


In a recent article in Medical Economics written 
by a doctor using a pseudonym, on the subject of 
hospital-physician relations, Blue Cross and Blue 
Shield were brought into the picture to a consid- 
erable extent. Some of the main implications were 
as follows: 

1. Hospitals are using Blue Cross as one of their 
tools to dominate the practice of medicine. Accord- 
ing to the anonymous author this is done by writing 
into Blue Cross contracts benefits for medical ser- 
vices such as x-ray, anesthesia and pathology. 

2. Doctors have little, if any, voice in Blue Cross 
policies. 

3. Blue Shield is under the domination of Blue 
Cross for the same general purpose. He implies that 
joint administration of Blue Cross-Blue Shield in- 
evitably means Blue Cross contracts. 

4. Health Service, Inc., a Blue Cross-owned na- 
tional corporation, was also established to fit in 
with the long range objectives of hospitals. No 
mention was made of the fact that Blue Shield is 
also developing its own national corporation as an 
autonomous organization to offer prepaid medical 


. care to national employers. 


It is important to get the record straight as far as 
Kansas is concerned. An organization should be 
judged by its actual practice and methods, and not 
by generalizations and inuendo imputing hidden 
motives. If some of the conditions described in the 
article exist in other places, they do not exist in 
Kansas. 

Blue Cross was organized in Kansas in 1942 pri- 
marily through the initiative of the hospitals. How- 
ever, the enabling legislation called for equal repre- 
sentation on the governing board of doctors, hos- 
pitals and public. Today one-third of the Blue Cross 
board are physicians. 

The original Blue Cross contract was written after 
consultation with the Kansas Medical Society. It ex- 
cluded any benefits for x-ray, the administration of 
anesthesia and pathology. The present Blue Cross 
contract contains no x-ray or anesthesia benefit.” It 
does include pathological examinations, which were 
put into the contract after consultation and ac- 
ceptance by the pathologists. Even now it is antici- 
pated that as Blue Shield membership grows to be 
nearly the equal of Blue Cross, pathology will event- 
ually be transferred into the Blue Shield agreement. 

No action is taken by Blue Cross or Blue Shield 
without consultation and approval of the physicians 
in question. For example, when Kansas Blue Cross 
was asked to participate in national accounts such 


as U. S. Steel, the contracts for which contained 
x-ray and anesthesia benefits, the plans first went 
to the Kansas Radiological Society and the Kans.is 
Society of Anesthesiology for approval. It was fi- 
nally agreed that in such participation the benefi:s 
would be underwritten by Blue Shield in the form 
of a rider in the Blue Cross contract. 

Blue Cross and Blue Shield in Kansas are jointiy 
operated by a single administrative staff. This joint 
operation is carried out in accordance with a care- 
fully written contract between the Blue Cross and 
Blue Shield boards. Both corporations maintain com- 
plete autonomy in the setting of policies and pro- 
gram. For example, the Blue Shield board has com- 
plete authority to decide all matters of fees, con- 
tract provisions, types of services covered, types of 
services not covered; in fact, any question which 
would affect the practice of medicine. The Blue 
Shield board is composed of 18 physicians and three 
laymen. 

The benefits gained from joint operation are nu- 
merous. However, the main advantage lies in eco- 
nomic operation. With the cost of prepayment plans 
rising on almost all other counts, Blue Cross and 
Blue Shield in Kansas have been able to consistently 
lower the administrative expenses which are now 
under 10 per cent of total income. 

In addition to the structures of organization which 
permit careful management and separation of med- 
ical matters from hospital matters, Blue Cross and 
Blue Shield in Kansas are carrying out a full pro- 
gram of communications with doctors and hospitals 
on all important questions. Through the relations 
program, full discussion is brought about with par- 
ticipating physicians and the hospitals to give an 
effective voice in stating their wishes concerning 
the programs. 

On the basis that an organization should be 
judged by what it does, Kansas Blue Cross and 
Blue Shield submit their records and their actions 
to the fair-minded judgment of the medical pro- 
fession and the hospital field. While others may be 
having their troubles, in Kansas we submit that the 
structures of our organizations are best designed to 
eliminate most of these problems before they get 
started. This is not to say that all of the problems 
in Kansas have been worked out. There are still 
many complex decisions to be made. But at least 
it is hoped that there is not a real basis for distrust 
in the motivation of either Blue Cross or Blue 
Shield. 


Your patronage of Journal advertisers repays 
them for their support. Revenue from advertising 
makes possible the publication of this Journal. 
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The Anticholinergic Action of Banthine in Peptic Ulcer 


—reduces the excessive vagal stimulation characteristic of the ulcer 
diathesis by inhibiting stimuli at . . . 


CoC & 


1. The parasympathetic and sympathetic ganglia. “et. 


2. The effector organs of the parasympathetic system. 


By this action Banthine 
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ACTIVITIES OF MEMBERS 


Dr. F. R. Croson, immediate past president of 
the Kansas Medical Society, recently suffered a heart 
attack and as a consequence has retired from active 
practice in Clay Center. Plans for the future are 
indefinite, but Dr. and Mrs. Croson expect to spend 
the winter in South America. Dr. Croson has an- 
nounced the sale of his practice and equipment to 
his partner, Dr. Carl H. Ruff. 


Dr. H. L. Kirkpatrick, Topeka, was speaker on 
two programs at Eskridge last month, one a meet- 
ing of the Kiwanis Club and the other a meeting 
of the Parent-Teacher Association in that city. 

* * * 

Dr. Fred S. Dozier, Herington, has been elected 

president of the board of education in that city. 
* * * 

Dr. C. V. Black, Pratt, became a fellow of the 
International College of Surgeons at a meeting held 
in Chicago last month. 


Dr. Ben H. Buck, Jr., recently completed a resi- 
dency at Hines VA Hospital in Chicago and is now 
associated with Dr. Willard J. Kiser, Dr. Leo K. 
Crumpacker and Dr. Harold S. Bowman in Wichi:.. 


* * * 


‘ 


Dr. S. A. Anderson, Clay Center, has been ap- 
pointed health officer of Clay County to fill the un- 
expired term of Dr. F. R. Croson, who resigned. 


Dr. L. O. Forney, Hutchinson, was guest of honor 
at a recent luncheon given by physicians and phar- 
macists of the city in celebration of his 80th birth- 
day. 

* * * 

Dr. H. L. Galloway, Anthony, began his 41st year 
in the practice of medicine in that city on Septem- 
ber 1. 

* * * 

Dr. Ernest W. Crow, Wichita, is doing post- 
graduate work in internal medicine at the Univer- 
sity of Pennsylvania. He will complete the work in 
June, 1952. 


HARRIS W. MANNING, M.D. 

Dr. H. W. Manning, 83, who retired from 
practice in Emporia a year ago, died there 
September 8 after an illness of several months. 

'He was graduated from Rush Medical Col- 
lege in 1897 and served his internship in St. 
Luke’s Hospital, Chicago. In 1901 he began 
practice in Eureka and remained there until 
1919, when he moved to Emporia. He had 
taken postgraduate work in dermatology at 
Tulane University, and in Emporia he spe- 
cialized in that field. Dr. Manning was a fel- 
low of the American Academy of Dermatology 
and Syphilology and was an honorary member 
of the Lyon County Medical Society. 

* * * 
CHARLES ALFRED THOMAS, M.D. 

Dr. C. A. Thomas, 74, an honorary member 
of the Montgomery County Society, died in 
Wichita September 11 after several months 
illness. After his graduation from Keokuk 
Medical College of Physicians and Surgeons 
in 1904, he practiced in Danville and Edna 
until 1918, when he entered the Army. When 
he returned from service in France, he took 
postgraduate study in eye, ear, nose and throat 
work and practiced that specialty in Coffey- 
ville for 20 years. In 1939 he moved to Wich- 
ita to join the medical staff of the Boeing 
Company, and later was on the staff of the 


DEATH NOTICES 


VA Hospital in that city. He retired from 


that service two years ago. 
* * * 


WILLIAM TILTON RICH, M.D. 


Dr. W. T. Rich, 45, who had closed his 
office in Neodesha a year ago because of heart 
disease, died at the Wilson County Hospital 
on September 14. He was a graduate of St. 
Louis University School of Medicine with the 
class of 1932, and received his Kansas license 
in 1933. He served in the Navy during World 
War II and recently was commander of the 
third district of the Kansas Department of 
the American Legion. He was an active mem- 
ber of the Wilson County Medical Society 


and of the International College of Surgeons. 
* * * 


ALEXANDER HODGE BRESSLER, M.D. 


Dr. A. H. Bressler, 79, an honorary mem- 
ber of the Pottawatomie County Society, died 
September 18 after having suffered a stroke 
the day before. He was graduated from the 
University of Louisville School of Medicine 
in 1894 and received his Kansas license in 
1901. He practiced in Nickerson, Raymond 
and Manhattan, and before World War II re- 
tired to a farm near Wamego. He opened an 
office in Wamego during the war and con- 
tinued to practice there until his death. 
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a{new|drug. . . 


for the treatment of ventricular arrhythmias 


PRONE STYL Hydrochloride 


Squibb Procaine Amide Hydrochloride 


Oral administration of Pronestyl is indicated in 
ventricular tachycardia and/runs of ventricular 
extrasystoles. Intravenous administration is some- 
times used in ventricular tachycardia and to correct 
ventricular arrhythmias during anesthesia. For 
detailed information on dosage and administration, 
write for literature or ask your Squibb Professional 
Service Representative. 


PRONESTYL IS A TRADEMARK OF E.R. SQUIBB & SONS 


Pronestyl Hydrochloride Capsules, 0.25 Gm., bottles of 100 and 1000. 
Pronesty] Hydrochloride Solution, 100 mg. per ce., 10 ec. vials. 


SQuiIBB MANUFACTUR'NG CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858. 
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Dr. James Mott, who resigned as director of the 
health department for Lawrence and Douglas 
County in July, has been named director of the 
Division of Epidemiology of the Kansas State Board 
of Health, Topeka. 


Dr. John G. Hoffer, Jr., formerly of Wichita, has 
completed a residency at the Fargo, North Dakota, 
VA Hospital and is planning to return to Kansas to 
establish a practice in Medicine Lodge. 


Dr. J. Stanley Reifsneider, Wichita, showed pic- 
tures of his boat trip down the Colorado River to 
the Pratt County Medical Society at a meeting held 
September 12. 

* * * 

Dr. Preston J. Shafer has completed a residency 
at Wesley Hospital, Wichita, and is now associated 
in practice with Dr. J. W. Shaw in that city. 


THE KANSAS PRESS LOOKS 
AT MEDICINE 


Editor's Note. In this section the Journal repro- 
duces editorials relating to medicine which have ap- 
peared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no instance assumes responsi- 
bility for the opinions expressed. 


Excessive Fees 

A prominent surgeon declares for publication that 
some surgeons actually charge too much, perform 
needless operations and split fees. Only a very small 
segment of American surgeons are guilty of these 
practices, Dr. I. S. Radvin said at the American 
Medical Association meeting at Atlantic City, but 
by doing so they threaten “our great heritage.” 


By that he meant the heritage of an excellent 
reputation built up over the years by American 
doctors. But like the bad apple that spoils the en- 
tire basket, the medical profession may suffer from 
the acts of a few individuals. Socialized medicine 
advocates are quick to exploit them. 

Doctor Radvin himself gives some stern advice to 
his brothers in his speech in which he decries ex- 
cessive fees, “ghost surgery,” the hiring of unneeded 
consultants and the over eagerness of some surgeons 
to operate when operations are not necessary. 


But such professional excesses are not apt to be 
alarming so long as members themselves are willing 
to face the truth and to discipline one another as 
Doctor Radvin has done—Kansas City Kansan, 
June 18, 1951. 
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Fadeout May Be Temporary 

Compulsory health insurance, sometimes known 
as socialized medicine, may still officially be part of 
the administration’s program, but less is heard of i. 

Possibly the fact that 11,000 organizations hav: 
officially gone on record against the proposal hes 
something to do with the silence. These organiz::- 
tions are said to include leading national groups 
representing agriculture, labor, industry, veterans, 
university women and others. 

The American Press, a magazine which is con- 
cerned with the problems and activities of weekly 
newspapers, says that “greater support was shown 
for the American Medical Association’s campaign 
to fight government medicine than ever has been 
shown in any othes national campaign— including 
government wartime campaigns.” 

Another angle in the socialized medicine situa- 
tion is the fact that 72,000,000 persons now are en- 
rolled in voluntary health insurance plans. They are 
taking care of their own requirements without gov- 
ernment prodding. 

Looks like federal medicine is dormant for the 
time being, but the planners probably will make it 
up at some future date——Dodge City Globe, August 
30, 1951. 


* * 


Those Medical Ethics 

A physician is being hauled upon the ethical car- 
pet by his medical society for saying that the re- 
covery of a woman’s eyesight was as near a miracle 
as anything he has ever seen. 

And once again the nation is treated to a look at 
what a part of the medical profession brands as un- 
ethical. 

The county group thinks maybe the physician 
reaped a little “unethical advertising” from the quo- 
tation. In other words he got his name in too many 
papers. 

It seems to The Telegram that if the doctor 
thought the recovery of the woman's sight was due 
more to God’s ability than his own, he was being 
honest in not claiming credit and should be com- 
plimented for that honesty. 

Or do the doctors just consider miracles as un- 
ethical generally? 

The medical profession admittedly has a hard 
time keeping its own house swept clean. The busi- 
ness of healing and operating is so complicated that 
it offers a fine field of harvest for the quack. 

But the business of policing a profession can get 
down to some very sorry hair-splitting sometimes. 
This appears to be one of those times.—Garden Ci!) 
Telegram, September 12, 1951. 
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WITH THIS TRADE-MARK FOR 


YOUR PROTECTION 


To further protect physician, pharma- a . 
cist, and patient, Cortone Tablets will henceforth be wae 
marked with this trade-mark. As an added safeguard, e 
all original tablet bottles will be sealed with a tamper- 
proof aluminum cap over a plastic snap closure. During 
the transition period, both plain and marked CorTONE GORTONE PRODUCT FORMS: 
Tablets will be in supply. ORAL—Cortone Acetate Tab- 

It is gratifying to report at this time that increasing _lets, 25 mg. each, bottles of 40 
supplies of Cortone are being made available. We are wae 


continuing our efforts to accomplish a steady rise in PARENTERAL—Cortone 
Acetate, Saline suspension for in- 
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Senior Thesis from the University of Kansas Medical School* 
Potassium 


Carl C. Gunter, M.D.** 


In the past few years we have gained a clearer 
understanding of the significance of potassium in 
health and disease. The purpose of this paper is 
to summarize the recent work with respect to this 
ion with primary emphasis on the (1) physiology 
of potassium, (2) clinical manifestations of po- 
tassium deficit, (3) clinical manifestations of po- 
tassium excess, and (4) discussion of a few of the 
more common clinical conditions affecting the level 
of body potassium. 
Physiology of Potassium 

Though it has been known that the cell mem- 
branes are freely permeable to water, dextrose, oxy- 
gen, carbon dioxide, urea and other nutrient and 
excretory products, it was believed in the past that 
they were impermeable to sodium, potassium and 
other electrolytes. That is how the great difference 
in concentration of these ions on the two sides of 
the cell membrane was explained. Ideas on this sub- 
ject have been sharply modified in the last few 
years, and this modification has led to a much better 
understanding of the clinical physiology of potas- 
sium and to better therapy of dehydration. 

The average concentration of serum potassium in 
normal human subjects is about 4.7 milliequivalents 
per liter with a normal range from 4.0 to 5.4 milli- 
equivalents per liter. In the intracellular fluids, the 
concentration of potassium is much higher, for here 
potassium is the principal cation, the cellular sodium 
concentration being low. Recent animal experi- 
ments! show that the intracellular concentration of 
potassium is 23 times greater than that of the 
serum. The total potassium of the adult body is 
about 160 grams or 4000 milliequivalents. Of this 
total amount only about 70 milliequivalents is in 
the extracellular fluids. 

Studies with radioactive isotopes of sodium and 
potassium and with heavy water have shown that 
the cells are permeable to sodium and potassium. 
These elements permeate cell membranes slower 
than water does. When heavy water was injected 
intravenously, equilibrium with the total body water 
was established 120 minutes later. When radio- 
active sodium was injected, equilibrium with ex- 
tracellular sodium was reached in 60 minutes but 


*This is one of 11 senior theses selected for publication by the 
Editorial Board from a group of 15 judged the best by the faculty 
of the University of Kansas School of Medicine. 

**Thesis written while the author was a senior student at the 
University of Kansas School of Medicine. Dr. Gunter is now serv- 
ing his internship at General Hospital, Kansas City, Missouri. 
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not with the total body sodium until 24 hours. 
Radioactive potassium requires 15 hours before 
reaching equilibrium. 

There is no adequate explanation of how and 
why the tissue cells acquire and maintain so much 
higher a concentration of potassium than that of the 
serum or interstitial fluids. Since it has been re- 
peatedly demonstrated that potassium leaves the 
cells during potassium losses from the body? and 
enters cells during its administration,> it appears 
that there is normally an equilibrium being main- 
tained between the low extracellular concentration 
and the high cellular concentration. 

This equilibrium is unstable, and it is reasonable 
to believe that this unstable equilibrium is being 
maintained by the oxidative energy of the cells. If 
this be so, then cellular anoxia would tend to send 
potassium out of the cells into the extracellular 
fluids. Such a phenomenon might account for the 
rise in serum potassium concentration with exercise 
and might explain the progressive transfer of red 
cell potassium to plasma in stored blood. 

It has been estimated‘ that, on a normal diet, the 
potassium intake is about four grams per day. The 
daily intake of certain foods rich in potassium is 
quite essential for the maintenance of a normal 
serum potassium. Potassium balance is preferably 
maintained by dietary oral intake; however, in some 
cases it is necessary to give the potassium par- 
enterally. 

The commonly used foods that are especially rich 
in potassium are potatoes, which contain more than 
400 mg. per 100 grams. Other foods that contain 
more than 300 mg. per cent of potassium are meats, 
fowl, fish of all kinds, sweet potatoes, peas, beans, 
beets, cabbage, celery, chard, chestnuts, spinach and 
other greens, pumpkin, squash, parsnips, dried 
fruits, figs, prunes, banana, pineapple, nuts of all 
kinds, bran and molasses. 

Soon after a meal the serum potassium rises 
slightly but then falls to its previous level. In the 
normal adult the excess potassium is excreted in the 
urine. In gastrointestinal disease not only is the 
potassium of the secretions lost but also that which 
is ingested. The kidneys continue to excrete po- 
tassium, and thus a deficiency state develops. 

The equilibrium between the intracellular and 
the extracellular fluid is constantly being interfered 
with by events which unduly raise or lower tie 
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serum potassium. *The functions take place at a 
faster rate than the slow permeability of the cell 
membrane would allow. Important among these 
changes is the continual excretion of potassium 
from the body by a renal mechanism designed for 
removing the excess potassium rather than conserv- 
ing it during deficiency. The renal losses are ex- 
aggerated by diuresis, acidosis, and excess adreno- 
cortical hormone. 

In starvation, trauma and disease, cellular break- 
down occurs with the potassium of these destroyed 
cells being added to the extracellular fluid. Some- 
times it is added at a rate greater than can be ex- 
creted or transferred to cells, and an excess of po- 
tassium is then found in the serum. There is a def- 
inite ratio between the nitrogen breakdown and the 
amount of potassium released. For every gram 
of nitrogen broken down, 2.4 grams of potassium 
are released. 

Expansion of the extracellular fluid compartment 
in the treatment of dehydration by intravenous ad- 
ministration of potassium-free fluids produces a 
rapid lowering of the serum potassium concentra- 
tion, because of dilution of the extracellular com- 
partment by the injected fluid, influx of water from 
cells to lower the osmotic pressure of the interstitial 
fluid and raise that of the cellular fluid as well as 
increased excretion of potassium.° When the cells 
have already lost much water, some of the transfer 
of water from the cells is ultimately annulled by 
transfer of sodium into the cells. 

The concentration of potassium in the extracellu- 
lar compartment is clearly the resultant of how 
much of this element comes in and how much goes 
out. Potassium can enter this compartment by way 
of the intestinal tract either by absorption of in- 
gested potassium or by emerging from the cells. Po- 
tassium can leave the extracellular space by enter- 
ing the cells or by excretion in the urine. Only in 
diarrheal states are significant amounts of potas- 
sium lost by way of the stool. Potassium is present 
in the gastrointestinal fluids in quantities as great 
as 40 milliequivalents per liter in the gastric juice 
and 8-10 milliequivalents per liter in the intestinal 
juice. Normally almost all of this potassium is re- 
absorbed through the mucosa and into the blood- 
stream to the extent that only about 10 milliequiv- 
alents are lost in the feces per day. 

In diarrhea and vomiting 10 to 20 times this 
amount is lost daily. Howard and Carey® also found 
that gastric juice and juices of the small intestine 
as well contain potassium in concentration several- 
fold greater than the plasma. This was true in pa- 
tients with and without free hydrochloric acid, and 
it has been only in patients suffering from very 
low potassium levels that gastric juice has contained 
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less than 10 milliequivalents per liter. Usual amount. 
are from 15 to 25 milliequivalents per liter. Thu: 
excessive vomiting or prolonged gastric suctioi. 
might prove to be ways of losing considerable quan- 
tities of potassium. 

Homeostatic mechanisms are so delicately ar. 
ranged that it requires a major functional disturb- 
ance to alter the concentration of potassium in th: 
extracellular fluids from its normal range. Whe 
elevation or depression of the potassium concentra- 
tion does occur, however, serious consequences en- 
sue. 

This continued excretion of the ion in urine is 
an important if not the principal fattor in produc- 
ing the cellular deficit. This continued renal excre- 
tion of potassium dges not indicate abnormal rena! 
function, but rather normal function of kidneys 
under abnormal circumstances. Concentration of 
urine potassium below four milliequivalents per 
liter has been recorded during diuresis and potas- 
sium depletion. Concomitant serum concentrations 
in one study were not greater than those in urine. 
In several series the concentration of potassium was 
never lower in urine than in serum. 

Considering renal tubular function as a whole 
and assuming that the tubular cells are surrounded 
by the usual type of extracellular fluid, no evidence 
has been found that potassium can be reabsorbed 
against a concentration gradient. This does not ex- 
clude the possibility that such reabsorption may 
occur in a given portion of the renal tubule. 

Clinical Manifestations of Hypopotassemia 

Since in almost all instances of hypopotassemia 
there is pronounced cellular deficiency of potassium, 
many of the symptoms may be due to the latter 
rather than to the low serum levels.’ This is not 
absolutely true because in the paralysis of familial 
periodic paralysis there is a shift of the extracellular 
potassium into the cells and the symptoms are due 
to the low serum potassium level. 

In most cases, however, the clinical manifestations 
associated with low serum potassium levels are 
probably produced by the cellular deficiency in po- 
tassium. Unfortunately, these symptoms are not spe- 
cific and are frequently found in many debilitating 
conditions. The most prominent symptoms are 
extreme muscular weakness, anorexia, lethargy, dis- 
tention of the intestine, myocardial degenerative 
changes and edema of the lungs. 

The electrocardiographic observations associated 
with low serum potassium concentrations are pro- 
gressive lowering and broadening of the T wave 
and lengthening of the Q-T interval. The S-T seg- 
ment usually becomes depressed. As the serum po- 
tassium falls still further a U wave may make its 
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appearance. These findings are probably directly 
due to the low extracellular potassium concentra- 
tion. 

Abnormally low levels of extracellular potassium 
can, on theoretical grounds, result from: (1) dilu- 
tion by low potassium fluids, (2) losses of the ca- 
tion in urine or other body fluids, or (3) transfers 
of potassium into the cells. 

Clinical Manifestations of Hyperpotassemia 

Symptoms of hyperpotassemia chiefly involve the 
heart. Paresthesias of the extremities and flaccid 
paralysis have been reported, but in most instances 
the cardiac observations are the only significant 
ones. There are characteristic electrocardiographic 
changes.? The T-wave becomes increasingly taller 
with a narrow base; this can be seen with serum 
potassium levels of 7.5 milliequivalents per liter. 
With higher levels, as the T-wave becomes even 
higher, the QRS complex becomes progressively 
broader, indicating intraventricular conduction de- 


fect. The P-wave may disappear. Ultimately the - 


heart stops in diastole. Death can occur when the 
serum level reaches 10 milliequivalents per liter, 
but reversible changes have been known to occur 
even at higher levels. 

The electrocardiographic changes are seen to oc- 
cur in a fairly regular sequence and at fairly def- 
inite ranges of serum potassium. First to appear is 
an increase in the amplitude of the T-wave, usually 
accompanied by a shortening of its duration. This 
change becomes apparent at concentrations of 5.0 
to 7.8 milliequivalents per liter, and increases pro- 
gressively until the T-wave equals the QRS complex 
in amplitude and brevity. Somewhat later, at con- 
centrations of 7.8 to 9.0 milliequivalents per liter, 
the S-T segment begins to sink below the isoelectric 
line and continues to drop as the concentration rises. 
As the concentration of serum potassium reaches 
10.0 to 12.0 milliequivalents per liter, the QRS com- 
plex becomes definitely wider. When the concentra- 
tion reaches 14.0 to 16.0 milliequivalents, which is 
a definitely lethal concentration, there is almost 
complete disorganization of the complex. The P- 
waves first begin to widen and lose amplitude at 
concentrations of 9.4 to 11.0 milliequivalents per 
liter and then quickly disappear as the concentra- 
tion rises higher. No changes are noted in the 
P-R interval up to the time of extinction of the 
P-wave. Intraventricular block begins at concen- 
trations of 10 milliequivalents per liter and cardiac 
arrest takes place at from 14.0 to 16.0 milliequiva- 
lents per liter. Usually no ectopic arrhythmias of any 
type occur unless the rate of serum potassium r's2 is 
extremely rapid. 

It is important to recognize that these electro- 
cardiographic changes are due entirely to the extra- 
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cellular accumulation of potassium. The intoxica- 
tion may take place even in the presence of severe 
cellular deficiency of potassium. That is why it is 
important to administer potassium slowly and pref- 
erably via the stomach, even in pronounced defi- 
ciency; extreme care is required when renal function 
is too poor to permit rapid adjustment of serum 
potassium concentration. 
Potassium in Diabetic Acidosis 

The three factors contributing to the abnormally 
low levels of extracellular potassium that were pre- 
viously mentioned are probably operative in dia- 
betic acidosis and coma. Such patients usually de- 
velop anorexia and vomiting during the early phases 
of illness. In addition there is an accompanying 
polyuria. As a consequence the intake of potassium 
is reduced essentially to zero. At the same time 
considerable amounts of potassium are lost in the 
urine. Even though the body stores of this electro- 
lyte are considerably depleted in these various ways, 
the patients are frequently admitted with elevated or 
normal concentration of potassium in the serum. 
This is explained by the attendant contraction of the 
plasma and extracellular volumes as a result of de- 
hydration. The dehydration is not only extracellular, 
accompanied by sodium and chloride loss, but is 
intracellular with potassium and phosphate loss. 

The hypopotassemia in the past has been aggra- 
vated by our methods of treatment of diabetic acid- 
osis. Treatment in the past has been to give insulin, 
isotonic sodium chloride solution and alkali either 
as sodium bicarbonate or as sodium lactate. In most 
instances in which the patient is dehydrated and 
acidotic to the point of collapse, this treatment is 
satisfactory in that it restores the patient to con- 
sciousness. However, in the less severe cases there 
is a fall in the potassium level as the extracellular 
volume is expanded. Along with the increased extra- 
cellular volume, there is an increase in renal func- 
tion which produces a further loss of potassium. 
At the same time potassium moves into the cells 
under the impetus of insulin, restoration of carbo- 
hydrate catabolism, glycogen deposition and protein 
formation. Gluconeogenesis carries potassium from 
extracellular fluid into the cells. This process occurs 
in specialized tissue that contains glycogen, such as 
liver and muscle. It is increased by glucose inges- 
tion, by insulin and epinephrine. 

The fall in serum potassium levels is rapid but 
temporary. In the normal person the change in 
serum potassium concentration is negligible, but in 
such potassium deficient persons as those with dia- 
betic acidosis, the rapid decline of an already low 
serum potassium concentration may produce serious 
symptoms. The consequence of all of these factors 
is an abrupt fall of serum potassium to a level pro- 
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ducing respiratory paralysis and cardiac damage. 

This catastrophe can be avoided in many in- 
stances by the judicious use of potassium chloride 
along with sodium chloride and sodium lactate. The 
potassium chloride should be given preferably by 
mouth or stomach tube, two grams at a time. It 
may be given successfully by proctoclysis. If given 
intravenously, a liter of fluid should not contain 
more than two grams of potassium chloride. 

In treatment of patients with diabetic acidosis, it 
is of utmost importance to keep in mind the possi- 
bility that symptoms of extreme muscular weakness 
and rapid shallow respiration are due to a low serum 
potassium. This is especially true when treatment is 
characterized by the administration of large amounts 
of glucose, insulin and fluid, because these are cir- 
cumstances which favor the rapid deposition of liver 
glycogen and the establishment of diuresis. Both gly- 
cogenesis and diuresis have been shown to remove 
potassium from the serum.!° 

The striking retention of potassium administered 
to a series of patients points to the existence of con- 
comitant deficits of this cation in the body cells.!! 
This retention was not noted when potassium was 
given by mouth to healthy adults. Presumably such 
subjects do not have potassium deficits and hence 
the administered potassium is promptly excreted. 
Diabetic patients in acidosis or coma are, however, 
depleted of potassium. 

The hypopotassemia of extracellular fluid which 
develops during treatment on a potassium-free regi- 
men stems from a number of sources. It is obvious 
that it results in part from expansion of body water 
with the administration of fluids, and in part from 
a continued loss of potassium in urine. 

The physiological significance of these extensive 
potassium deficits can be as yet partially and only 
indirectly evaluated. It is known, of course, that 
muscular paralysis and abnormally low levels of ex- 
tracellular potassium frequently coexist. This is not, 
however, an invariable association since paralysis 
can occur with normal serum concentrations of po- 
tassium, and data of Danowski et al!! indicates that 
pronounced hypopotassemia can occur without evi- 
dent paralysis. 

At present, only analogies can be drawn as to pos- 
sible deleterious effects of the deficits of intra- 
cellular potassium. It has been shown, for example, 
that the depletion of cellular potassium produced 
by over-dosage with desoxycorticosterone acetate or 
by restriction of potassium intake is associated with 
degenerative changes in the myocardium. 


Holler!® feels that respiratory paralysis seen in 
the treatmeat of diabetic acidosis on a potassium- 
free regime is a rare occurrence and that unusual 
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conditions must necessarily be present before such 
a Clinical picture is seen. 
Postoperative Hypopotassemia 

A syndrome occurring in patients after operation 
has been described by Eliel et al}? It is character- 
ized by clinical manifestations of apathy, lethargy, 
nervousness and irritability, muscular weakness, a)- 
dominal distention and occasional ileus, occasional 
confusion, disorientation, delirium, muscular twitc:- 
ing and tetany, electrocardiographic changes and oc- 
casional arrhythmias and edema; blood chemic.il 
findings of hypopotassemia, metabolic alkalosis, 
hypochloremia, hypoproteinemia and, often hypo- 
phosphatemia; and by prompt reversal of the clin- 
ical and blood chemical abnormalities upon admin- 
istration of adequate amounts of potassium. 

The syndrome developed primarily in patients 
who were being fed parenterally and who received 
littie or no potassium. Intracellular potassium deficit 
was demonstrated by balance studies on patients in 
whom the syndrome developed after operation. The 
deficit arises as a result of renal loss. Losses of 
potassium from intestinal fluids have been small 
or absent in most cases reported in spite of the fact 
that gastric and intestinal juices contain a signifi- 
cant amount of potassium as mentioned previously. 


Known factors in the pathogenesis of postopera- 
tive potassium loss are potassium deprivation, loss 
of gastrointestinal secretions, large infusions of glu- 
cose or saline solution, dehydration and malnutri- 
tion. These factors do not adequately account for 
some of the potassiurn losses observed. 


Evidence is available that adrenal hyperfunction 
resulting from surgical trauma leads to potassium 
deficit; the clinical and electrolyte disturbances seen 
in the syndrome resemble those described in some 
cases of Cushing’s syndrome; metabolic alkalosis and 
potassium deficit have been produced frequently in 
human beings by the injection of adrenocortico- 
trophic hormone and cortisone; and there is a strik- 
ing resemblance between other metabolic changes 
seen postoperatively and those associated with adre- 
nal hyperfunction. It is possible that adrenal hyper- 
function resulting in potassium deficit may occur 
after any type of tissue injury. 

Therapy in these cases is directed toward replac- 
ing the potassium deficit. Death after injudicious 
administration of potassium is not uncommon. 
Cardiac arrest from heart block may occur in human 
beings at serum levels of about 10 milliequivalents 
per liter. Potassium therapy should therefore be 
undertaken only with an understanding of the re- 
quirements, safe methods of administration and con- 
traindications. 

Daily parenteral administration of 50 milliequiv- 
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alents of potassium after relatively atraumatic pro- 
cedures prevents potassium depletion in patients 
being maintained on intravenous administration of 
fluids. After more traumatic procedures, the daily 
requirement can usually be met by the provision of 
80 to 100 milliequivalents. This amount is ordi- 
narily adequate for repair of deficits: also, since 
urinary losses tend to decline as the deficit grows. 
Replacement of potassium losses in most gastro- 
intestinal fluids can be estimated adequately on the 
basis of 10 milliequivalents potassium lost per liter 
of fluid. 

Since urinary potassium losses are greatest dur- 
ing the first few postoperative days, early provision 
of potassium is indicated in patients who cannot 
eat and who must be fed parenterally. It should, 
however, be withheld during the first 24 to 48 hours 
postoperatively and from patients who are extremely 
dehydrated, whose urinary output does not exceed 
. 500 cc. per day or who demonstrate nitrogen reten- 

tion, unless the serum potassium concentration is 
low. 

The forms of oral and parenteral potassium most 
commonly used are: capsules or potassium chloride, 
one gram every four hours (80 milliequivalents per 
day), which are taken with ample water or fruit 
juice; and potassium chloride ampoules, each con- 
taining 1.49 grams (20 milliequivalents) in 10 cc. 
of water, which can be added to glucose or saline 
solutions for parenteral administration in any de- 
sired quantity at the bedside. Two ampoules of 
potassium chloride per liter, providing a concentra- 
tion of 40 milliequivalents per liter, are usually rec- 

. ommended. This can be administered safely at a 
rate of 80 to 100 drops per minute. In the presence 
of serious complications from potassium deficit, a 
concentration of 80 milliequivalents per liter can 
be used. Electrocardiograms as a guide to judicious 
potassium repletion must be emphasized, particu- 
larly if determinations of serum potassium levels 
are not readily available. 

Younger patients excrete more potassium than 
older ones undergoing the same operation, and 
those who have had the more serious operative pro- 
cedures, e.g., abdominoperineal resection, excrete 73 
per cent more free potassium than the controls who 
did not undergo any operation, or those subject to 
herniorrhaphy. 

The need for adding potassium to postoperative 
fluid therapy rests on the assumption that losses of 
this element should be replaced. On this basis about 
one or two grams of potassium salt should be added 

to the daily intake. 

The significance of the potassium losses may be 
discussed in terms of protein losses. This is usually 
done by establishing a K:N ratio based upon com- 
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puting the potassium loss in millimoles and the 
nitrogen loss in grams: A ratio of three or less is 
considered by most authorities to represent the nor- 
mal relationship of intracellular potassium to pro- 
tein. The findings of Elman? and associates sugg:st 
that the destruction of the patient’s protoplasm was 
not the sole source of the potassium loss, and that 
much of it originated in another way, perhaps by 
loss of cell potassium without loss of protoplasm. 


Hypopotassemia in Intestinal Obstruction 
’ Balance studies similar to those conducted in 
diabetic acidosis and diabetic coma have served co 
define, in part, the chain of events which results in 
low serum potassium values in infants with pyloric 
obstruction and prolonged vomiting. Although 
actual measuremengs during the prehospitalization 
phase of such subjécts are not available, it seems 
highly probable that the loss of potassium in vom- 
itus is of considerable magnitude. This is, of course, 
accompanied by a greatly reduced intake of po- 
tassium in food. On admission these patients are 
frequently found to have hypopotassemia and hypo- 
chloremia, high serum bicarbonate levels and deficits 
of body water. It is true that at the time of admis- 
sion or shortly thereafter, losses of potassium in the 
urine are quite low. This does not exclude the ‘pos- 
sibility that earlier losses via this route were of 
greater magnitude. The usual therapy of low po- 
tassium fluids, while oral feedings are withheld, 
either produces or further aggravates hypopotas- 
semia. 

Then potassium is lost from the body via the 
kidneys or the gastrointestinal tract. A good por- 
tion of it is accompanied by chloride, which has 
come from the extracellular fluids. This unbal- 
anced loss of extracellular anions is compensated for 
by a rise in extracellular bicarbonate. This is ap- 
parently why acute potassium deficiency is usually 
associated with alkalosis.!> If such alkalosis is treat- 
ed by administration of sodium chloride solutions, 
more potassium is lost, if renal function is good, 
along with the chlorides; the alkalosis tends to per- 
sist, and edema is produced. On the other hand, ad- 
ministration of potassium chloride raises intracellu- 
lar potassium concentration and that of extracellular 
chloride and dissipates the alkalosis. 

Similar losses are reported in persistent. infectious 
diarrhea of infants.!4 

Familial Periodic Paralysis 

It has been known for many years that the par- 
alytic manifestations of this disease were related to 
potassium metabolism. As early as 1905, potassium 
bromide was being used effectively in the treatment 
of the paralytic state, but the effect was attribuced 
to its sedative action. Many observers have recorded 


: 4 
~ 


CAPSULES 


ANTIBIOTIC DIVISION 


OCTOBER, 1951 


Rapidly absorbed following oral administration, 
Crystalline Terramycin Hydrochloride Capsules 
elicit prompt therapeutic response in acute 

and chronic infections involving a wide range 
of organs, systems and tissues. Its broad spectrum 
of antimicrobial activity encompasses organisms 
of the bacterial and rickettsial as well as 


certain spirochetal, viral and protozoan groups. 


d; 250 mg., bottles of 16 and 100; 
100 mg., bottles of 25 and 100; 
50 mg., bottles of 25 and 100. 


Supplie 


Terramycin is also available as: 
Elixir, Oral Drops, Intravenous, 
Ophthalmic Ointment, Ophthalmic Solution. 


CHAS. PFIZER & CO., INC., Brooklyn 6, New York 


515 
the 
S is 
Dr0- 
pest 
was 
that 
. 

ion 
A 
rse, i 
po- | 
are 
y 
cits 
the 
of all 
as- 

sulle 

he 
al- 
or 3 
p- : 
ly 
it- 
1S, 
d 
d- 
af 
is 
. 
d 
d 


516 


the level of potassium in the blood in this condi- 
tion and have found it to fall as much as 30 per 
cent while in mild attacks the fall may be only 
5-10 per cent. 

This is a rare disease affecting males more fre- 
quently and characterized by the cardinal symptoms 
of periodic paralysis, loss of reflexes, and loss of 
electrical excitability of the muscles. The onset is 
sudden, usually at night, the paralysis beginning 
peripherally in the legs and traveling centrally. It 
is usually symmetrical but it may be unilateral. The 
paralysis is usually complete, flaccid, and involves 
the body musculature. Consciousness is not affect- 
ed.!> The electrocardiographic changes during an 
attack of familial periodic paralysis have been 
studied, and the most striking changes and those re- 
sponsible for the bizarre form of the electrocardio- 
gram were prolongation of the PR interval, QRS, 
and the Q-T intervals, alterations in the form of the 
R-T segments, and decrease in amplitude of the T 
waves. These electrocardiographic changes are as- 
sociated with reduction in serum potassium. 

Attacks of paralysis have been induced in patients 
with periodic paralysis by the ingestion of 300 
grams of glucose in hypertonic solution. The devel- 
opment of these attacks was accompanied by falling 
serum potassium levels and was unassociated with 
concomitant excessive potassium excretion. Re- 
covery was associated with a rising serum potassium 
level. In some cases, a comparable but less marked 
and less sustained fall and rise in the serum phos- 
phorus level is observed. Also noted during the 
phase of maximal paralysis was a suppression of 
both phosphorus and potassium urinary excretion. 


Evidence is also available which supports the 
hypothesis that hepatic intermediate carbohydrate 
metabolism plays an important role in periodic 
paralysis by lowering the sugar content of muscle. 
It is felt by Gass!® and associates that the serum 
levels of potassium in periodic paralysis do not di- 
rectly determine the onset of paralytic manifesta- 
tions. 

Potassium in Chronic Nephritis 

In renal failure various authors have noted an 
accumulation of body potassium, and some have 
noted concomitant alterations in the electrocardio- 
gram. The electrocardiographic changes accompany- 
ing a rise of serum potassium are an increase in the 
amplitude of the T waves. This is followed by an 
impairment of intraventricular conduction and car- 
diac arrest when the serum potassium reaches about 
10 milliequivalents per liter. 

A search of the literature has not revealed in- 
stances of chronic nephritis associated with symp- 
toms and electrocardiographic changes resulting 
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from excessive loss of body potassium. Brown!” and 
associates were the first to report cases of hypo. 
potassemiasin chronic nephritis. Although the serum 
potassium was not determined in all of his cases, the 
response to potassium chloride with the resulring 
rapid subsidence of the paralysis seems sufficient 
evidence to justify the deduction that a disturb:ince 
of body potassium was the cause of the paralysis 
observed in his cases. The transient electrocardio- 
graphic changes associated with the attacks con- 
tribute further evidence of a disturbed body clec- 
trolyte balance. The changes seen, particularly the 
low T waves and impaired auriculoventricular con- 
duction, are those which are also seen in patients 
who have a low serum potassium from other causes. 
The return of the electrocardiogram to normal after 
the administratiofi of potassium chloride by mouth 
was striking. 


It should be remembered, however, that in pa- 
tients with pronounced renal insufficiency, particu- 
larly when there is a decrease in urinary output or 
complete anuria, the kidney has difficulty in dis- 
posing of potassium, and that potassium poisoning 
may be produced by the administration of potassium 
salts in abundant quantities. This may occur spon- 
taneously and may reach a degree of intoxication 
sufficient to cause cardiac arrest. 


Cardiac arrest due to an increase in the potassium 
of the serum to toxic levels has not been demon- 
strated in uremic patients who have maintained a 
large volume of urine up to the time of death. Po- 
tassium intoxication in patients with uremia is spon- 
taneous and results from oliguria or anuria and 
failure of renal excretion. The three sources from 
which the high concentration of potassium in the 
serum appears to be derived are diet, red cells in- 
troduced by transfusion of blood, and tissue meta- 
bolism. Of these, tissue metabolism alone is suffi- 
cient to cause death in cases where there is marked 
oliguria or anuria. It has not been possible to dem- 
onstrate by chemical methods alone that potassium 
may be an actual cause of death from uremia in 
man. 

Discussion 

A discussion of the recent advances in the knowl- 
edge of the potassium ion is given along with a 
presentation of some of the disease conditions in 
which the serum level of the ion is affected. No 
attempt has been made to cover all of the disease 
states in which the metabolism of potassium is af- 
fected; only a few are discussed along with their 
treatment. Similar mechanisms that function in the 
described disease states also operate in other dis- 
eases. A brief discussion of methods of potassium 
administration is given. 
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BOOK REVIEWS 


Let's Have Healthy Children. By Adelle Davis. 
Published by Harcourt, Brace and Company, New 
York. 314 pages. Price $3.00. 

The author is a consulting nutritionist. She has 
studied at Purdue, the University of California, Co- 
lumbia, and the University of California at Los An- 
geles. She received a Master of Science degree from 
the University of Southern California Medical 
School. 

The book is intended to be a guide for mothers 
and expectant mothers. It covers the subject of 
motherhood and child care through the pre-school 
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age. It is written in such a way that it should be 
easily understood by the layman. 

Her references are many and the sources are ex- 
cellent. Many of her statements of fact regarding 
certain foods, I am sure, would be revealing to many 
physicians. She very ably discusses the problems of 
breast feeding, formulas, thumb sucking, the in:ro- 
duction of solid foods and feeding problems. Every 
physician who cares for infants and children would 
do well to read this part of the book. 

Any mother who reads this book will most cer- 
tainly come to her physician with many questivns. 
I think this is good. There are many controversial 
subjects but generally speaking it is a book of well 
founded facts and is well worthwhile.—J.R.P. 

* * * 

Let’s Cook It Right. By Adelle Davis. Published 
by Harcourt, Brace and Company, New York. 626 
pages. Price $3.00. 

“Good Health Comes from Good Cooking,” the 
sub-title of this book, illustrates the author's pur- 
pose, namely, promoting the consumption of foods 
higher in vitamins and minerals. The roasting of 
meats at low temperatures and the cooking of veg- 
etables in very little water are two points empha- 
sized. The use of black strap molasses, powdered 
milk, and whole wheat cereals is emphasized to the 
extent that one almost believes that all sugar should 
be replaced with black strap molasses, that all milk 
must be reinforced with powdered milk, and that 
the use of refined cereals is fatal. 

Many statements sound exaggerated to the scien- 
tific person, but would be swallowed by the gulli- 
ble because of the authoritative way in which they 
are written. No references are given to prove the 
assertion that “experiments have shown that most 
mouths are sterile after onions and garlic are 
chewed.” 

The book is written in an interesting, attention- 
getting manner. The first six chapters deal with 
menu planning, the use of seasonings, kitchen equip- 
ment, time saving ideas, and the psychology of in- 
troducing new foods. The manner of giving a basic 
recipe followed by variations should be an aid to 
new cooks. Principles underlying food preparation 
are given. Originality and variety chasaceerize the 
recipes and menus given. 

Eight chapters deal with meats, gravies, dressings, 
fish, and meat substitutes. Cuts of meat are clearly 
described. Other chapters tell how to prepare ap- 
petizers, salads, soups, vegetables, breads, cereals, 
milk drinks, fruits, desserts, and candy. Canning and 
pickling are discussed. One chapter tells where to 
get these “necessary” foods, such as brewer's yeast, 
yogurt, wheat germ, and soy flour, not commonly 
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on the market. Bakeries, breweries, flour mills, and 
health food stores are suggested —B.R. 
* * * 

The Mechanisms of Cell Division. Edited by M. J. 
Kopac. Published by the New York Academy of 
Sciences, New York. 265 pages. Price $3.50. 

This series of papers was originally presented at 
a conference of the New York Academy of Sciences. 
It gives a good cross-section of the numerous ex- 
perimental approaches to the problems of cell divi- 
sion as presented by a distinguished group of in- 
vestigators. The first papers discuss the classic 
methods, including studies of the cleavage and dif- 
ferentiation of marine eggs, cell division in tissue 
cultures, the behavior of mitochondria and Golgi 
substance in dividing cells, and the fission of 
amoeba. Physical methods such as microdissection, 
hydrostatic pressure, and centrifugation are consid- 
ered next. 

Then pharmacological studies are described. 
Among the drugs and chemical substances whose ef- 
fects are reported are colchicine, substituted phenols, 
nitrogen mustards, podophyllin, and other mitotic 
inhibitors. 

The next two papers are on the effects of irradia- 
tion on dividing plant and animal cells. The final 
paper is a theoretical discussion of the probable 
ultrastructures of protoplasm (molecular aggregates, 
small particles and fibrils) and their possible rela- 
tionship to the mechanics of cell division. 

This collection of papers is highly recommended. 
It shows clearly the wide variety of disciplines requi- 
site to modern experimental cytology. Although 
many of the papers are short, the bibliographies are 
im most cases extensive. Anyone interested in pur- 
suing one or more aspects of the research on cell 
division would do well to start with this publication. 
It is a coherent, stimulating and well done piece of 
work.—M.E.W. 


State Hospital Out-Patient Department 

The Topeka State Hospital, serving a 27-county 
area, announces a new source of referral for psy- 
chiatric patients in its recently organized out-patient 
department. 

Designed to provide treatment for patients who 
cannot afford private psychiatric care, before they 
become so ill they need hospitalization, the depart- 
ment has a graduated scale of fees in accordance 
with the patient's income. For diagnostic and eval- 
uation examinations the average fee is $1.00 an 
hour. For psychotherapy, the fees range from 25 
- cents to $10 a visit. Average fees range between 
$2.00 and $3.00 a visit. Patients who can afford 
more than $10 a visit are referred to private facili- 
ties. 
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Physicians may refer patients for consultations 
and examinations. Where consultations are request- 
ed, a report is sent to the referring physician 2nd 
the patient is re-referred to his physician. Where 
examinations are requested for the purpose of Je- 
termining whether the patient might be accepied 
for psychotherapy in the out-patient department, a 
report of the examination findings and recom- 
mendations is sent to the referring physician. 
When psychotherapy is indicated, the patient will 
be carried in out-patient treatment, but will be re- 
ferred to his own physician for physical treatment 
when necessary. Progress reports will be sent the 
referring physician on request. 

Physicians wishing to refer patients under this 
program should wrige the Out-Patient Department, 
Topeka State Hospital, giving pertinent data on 
name of patient, age, marital status, chief complaint, 
duration of the problem, and a summary of psy- 
chiatric and medical status. 


ANNOUNCEMENTS 


The 19th annual assembly of the Omaha Mid- 
West Clinical Society will be held at the Hotel Pax- 
ton, Omaha, October 29-November 2. Nationally 
known guest speakers will present addresses and 
conduct clinics and question and answer periods, 
and members of the society will give lectures, panel 
discussions and scientific exhibits. A guest panel 
on blood dyscrasias is scheduled for Friday morning, 
November 2. Membets of the American Academy 
of General Practice may receive credit, hour for 
hour, toward the 50 hours of formal postgraduate 
study required of them every three years. 

Complete information may be obtained from the . 
executive office of the society, 1031 Medical Arts 
Building, Omaha, Nebraska. 


Flood Damaged Drugs Replaced 


The destruction of pharmaceutical products as a 
result of the July flood in this area caused no finan- 
cial loss to hospitals and pharmacies. All products 
were replaced without charge by the various firms 
which had sold the drugs. 

Several pharmaceutical houses issued press re- 
leases to the effect that they were replacing lost or 
damaged drugs. A recent announcement from the 
organization of drug product salesman states that 
all firms selling in this area have adopted the same 


policy. 


Patronize Journal advertisers. Their products are 
approved by the various councils of the American 
Medical Association. 
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Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technic, Two 
a starting October 22, November 5, Novem- 
er 26. 
Surgical Technic, Surgical Anatomy & Cl-nical Sur- 
gery, Four Weeks, starting October 8, November 5. 
Surgical Anatomy & Clinical Surgery, Two Weeks, 
starting October 22, November 19. 
Surgery of Colon & Rectum, One Week, s‘arting 
October 15, November 26. 
Esophageal Surgery, One Week, starting October 15. 
Thoracic Surgery, One Week, starting October 8. 
Gallbladder Surgery, Ten Hours, starting October 22. 
Fractures & Traumatic Surgery, Two Weeks, starting 
October 8. 
GYNECOLOGY—Intensive Course, Two Weeks, starting 
Octcber 22. 
Vaginal Approach to Pelvic Surgery, One Week, start- 
ing November 5. 
OBSTETRICS—Intensive Course, Two Weeks, satrting 
November 5. 
MEDICINE—Gastroenterology, Two Weeks, starting 
October 15. 
Electrocardiography & Heart Disease, Two Weeks, 
starting October 22. ee 
DERMATOLOGY—lIntensive Course, Two Weeks, start- 
ing October 15. 
UROLOGY—Intensive Course, Two Weeks, starting 
October 8. 
Ten Day Practical Course in Cystoscopy every two 
weeks. 
ROENTGENOLOGY—Diagnost:c & Lecture Course, Two 
Weeks, starting November 5. 


GENERAL, INTENSIVE AND SPECIAL COURSES IN 
ALL BRANCHES OF MEDICINE, SURGERY 
AND THE SPECIALTIES 
TEACHING FACULTY—ATTENDING STAFF OF 
COOK COUNTY HOSPITAL 


Address: Registrar, 427 S. Honore St., Chicago 12, Ill. 


Relationship of Stress 
to Autonomic Lability 


Studies tn psychosomatics have shown that func- 
tional disorders often are a result of the patient's 
inability to adjust to emotionally stressful situations 
(stressor factors). 

Nervous tension and chronic anxiety, discharged 
through a labile Autonomic Nervous System, can 
cause somatic disturbance. ‘? Such states may in- 
volve any one of the organ systems or several at one 
time. ** The outline below is designed to relate 
gastrointestinal and cardiovascular symptomatology 
to the exaggerated response of the autonomic 
nervous system. 


Physiologic Effects of 
Discharge 
Sympathetic Parasympathetic 
Hypomotility 
Gastro- Hypermotili 
intestinal 
Reduced speem 
salivation Hypersecretion 
C. di Ra Hy heart 
vascular Slow heart 
System i rate 
Heartb 
‘a cardia rieartburn 
Elevated blood Nausea-vomiting 
Diy mouth 
throat 


The data here tabulated is from references 3.4.5.6.7. given below. 


When the clinical picture 1s suggestive of func- 
tional disorder, the diagnosis is supported by the 
oem of the following indications of autonomic 

lity: 


Variable Blood Pressure 
Body Temperature Variations 
Changing pulse rate 

inB. M.R. 
Exaggerated Cold Pressure Reflex 
Oculo-Cardiac Reflex Abnormalities 
Glucose Tolerance Alterations 


Therapy in these cases is directed toward: 1) 
relieving the somatic disturbance to prepare the 
patient for psychotherapy* ; 2) guidance in making 
adjustment to stressful situations and correction of 
unhealthy attitudes. 


1. Ebaugh, F.: Postgrad. Med. 4: 208, 1948. 2. Wilbur, D.: 
.A.M.A, 141; 1199, 1949. 3. Williams, E. and Carmichael, C.: 
“Nat'l, Med. Assoc. 42: 32, 1950. 4. Goodman, L. and Gilman, 


Co., 1941. 5. Katz, L. et al: Ann, Int. Med. 27: 261, 1947. 
6. Weiss, E. et al: Am. J. Psychiat. 107: 264, 1950. 7. Alvarez, 
W.: Cheap Med. Soc. Bulletin, 581, 1950. 8. Rakoff, A.: A 
ractical Therapeutics, Williams and Wilkins, 1948. 
9. Karnosh, L. and Zucker, E.: A Handbook of Psychiatry. C. V. 
Mosby Co., 1945. 10. Harris, L.: Canad, M.A.J. 58: 251, 1948. 


Sandoz 


Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 
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ABSTRACTS FROM CURRENT 
LITERATURE 


NPH Insulin 


NPH Insulin: Its Comparison with Previous In- 
sulin Regimens. By H. M. Baganz, S. C. Carfagno, 
B. Y. Cowan and E. S. Dillon, Am. Jnl. Med. Sc., 
221:1, 1-6 (July) 1951. 


NPH insulin was perfected by Krayenbiihl and 
Rosenberg in Hagedorn’s laboratory. It differs from 
protamine zinc insulin essentially in its protamine 
content. Protamine zinc insulin contains 1.25 mg. 
of protamine per 100 units insulin, whereas NPH 
insulin contains approximately 0.5 mg. of prota- 
mine per 100 units of insulin. NPH insulin usually 
acts promptly enough to control the postprandial 
rise in blood sugar; it reaches its peak action in 
approximately eight hours and its duration of action 
is approximately 24 hours. This curve of action is 
similar to that of a 2:1 mixture of regular and 
protamine zinc insulins. 


In this investigation of comparative actions, 41 
patients were studied, on standardized quantitative 
diets, in a hospital environment, and with constant 
daily degrees of exercise. Each patient was first 
standardized and studied on protamine zinc insulin, 
protamine plus regular (given separately), or reg- 
ular insulin alone. Comparison was then made by 
use of NPH insulin, basing comparisons on blood 
sugar studies four times each day, fasting, two hours 
after breakfast, 3:00 P.M., and 9:00 P.M. 

The morning postprandial effect of NPH insulin 
was superior in all cases which had previously re- 
ceived only protamine zinc insulin, and as good in 
most cases which had received protamine zinc plus 
regular insulin. 

The fasting, 3:00 P.M., and 9:00 P.M. blood sugar 
levels were generally better on NPH insulin than 
on previous regimens. 
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The following rule is given for transfer to NPH 
insulin from other insulins: if the total dose is 40 
units or less per day, give an equal amount of NPH 
insulin. If the dose is more than 40 units previously, 
give a dose of NPH insulin equal to the protamine 
zinc requirement plus 80 per cent of the regular 
insulin dose—E.].R. 


Three Grants to K. U. 


Three grants for research on heart disease have 
been awarded the University of Kansas School of 
Medicine by the United States Public Health Scr- 
vice, according to a recent press release. The grants 
total $22,350, distributed as follows: to Dr. Paul W. 
Schafer and Dr. Hampton W. Shirer, $14,040 for 
the analysis of puls@ wave forms in heart and great 
vessel of dog and man; to Dr. Sloan J. Wilson, 
$5,160 for clinical and basic research on various 
blood coagulation factors; to Dr. Parke H. Woodard, 
$3,150 for studies of allergic shock. 


Frozen Juice Meets Approval 


Frozen concentrated orange juice, introduced four 
years ago, now accounts for approximately 35 per 
cent of all frozen food sales, exclusive of ice cream, 
according to the Council on Foods and Nutrition of 
the American Medical Association. In its report 
the Council stated that “frozen concentrated orange 
juice made from properly selected and prepared 
fruit is a dependable sourcé- of vitamin C and may 
be useful in the diets of persons of all ages.” 


CLASSIFIED ADVERTISEMENTS 


FOR SALE—Complete Picker Century 100 ma., 100 kvp 
x-ray unit, 1948 model, excellent condition, with airflow 
diagnostic, fluoroscopic and superficial therapeutic tube, 


fluoroscopic screen, cones, protective lead stand, gloves, 
apron, goggles, wall cassette holder, foot rest, cassettes 
(2—14 x 17, 2—10 x 12, 3—8 x 10) with screens, film 
hangers, and roll of sheet lead. Immediate delivery F.O.B. 
North Little Rock. Uncrated shipping weight 1500 pounds. 
$3,500. Write the Journal 10-51, 


GOETZE 


orders 


Nationally advertised Surgical Supplies and Equipment have been placed at Topeka, Joplin, Kansas City 
and St. Joseph for your convenience by — 


Management by Dr. W. F. Goetze. a member of the American Medical Association. assures intelligent servicing of your 


co. 


For unusual children. 
training. Home atmosphere. 
Education and Hospitals of the A.M.A. Pamphlet. 


1905 BRYANT BUILDING 


TROWBRIDGE TRAINING SCHOOL 


Established 1917 


Medical and psychiatric supervision. 
Enrollment limited. Approved and registered by the Council of Medical 


E. H. TROWBRIDGE, SR., M.D. 


Experienced teachers. Individual special 


KANSAS CITY 6, MO. 
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COMPLETE SURGICAL FITTING SERVICE 
for men or women 


eaturin CAMP SY ».0 Bauer & Black, Bell Horn and all ular brands of 
& pop 


_ ght and heavy weight Elastic Hosiery. 
Expertly fitted in our Private Fitting Rooms. 


COOPER DRUG CO. 


50 Years of Service filled. 


OVER 31 YEARS OF EXPERIENCE 


COLLECTING DORMANT ACCOUNTS FOR HOSPITALS AND PHYSICIANS 


ALL FUNDS PAID DIRECT TO OUR CLIENT 


We prepare and keep all the records—furnish the supplies—do all detail work—pay part of routine postage. 
The plan is successful and altogether different from anyother. Efficient organization and field men, 


READING & SMITH SERVICE BUREAU 
1004 Commerce Trust Bldg. Kansas City, 6, Mo. 


Refresh...add zest 
to the hour 
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A BIG TIME-SAVER 
FOR EVERY DOCTOR 


This handy booklet for new 
mothers was “built to doctors’ 
orders”. It contains blank forms 
for filling in your instructions 
and formulas. 
It provides a permanent case-his- 
tory record. A memo will bring 
you asample...or as many as you 
want for your daily practice... 
without obligation. 
Many doctors are prescribing 
“Daricraft Homogenized Evapo- 
rated Milk”. It is always uniform, 
safe, sterilized, easy to digest, and 
high in food value and minerals. 
Daricraft contains 400 U. S. P. 
units of Vitamin D per pint. 
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Isle Built Appliances restore the highest 
possible degree of efficiency to patients 
who have suffered amputation or other 
physical impairment. 
Your instructions followed implicitly. 
Qualified, courteous personnel. 


THE W. E. ISLE COMPANY 
1121 GRAND AVE. KANSAS CITY, MO. 
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HO ORATE ENTIRE SECOND FLOOR PHONE VICTOR 2350 Mi 
PRODUCERS CREAMERY CO. SPRINGFIELD, Mo. 


DATE DUE 


ispels the 


Even in America today, surveys of certain grot 
have revealed a disturbing incidence of ricke 


Physicians realize the danger of this ever-lu: 
ing shadow, and the need for regular, relia 
protection. 

They know, too, that for most patients this p1 
tection must be economical. 


That is why, for seventeen years, they ha 
written so many millions of prescriptions f 
Mead’s Oleum Percomorphum. 


No other vitamin product has ever had such 
background of clinical evidence. 

And rarely does the physician have such assz 
ance at the tip of his pen. 
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Stormont 
State House, 
Topeka, Kansas 


We'd be the last people to urge you 


to spend money foolishly. In fact we’ve in- 


sisted for years that every woman should have a 


sensible cosmetic budget. The Luzier Service enables 


you to make the most of that budget . . . Somewhere between what you want, what you need and 


what you feel you can spend, your Luzier Cosmetic Consultant will help you find the perfect answer. 


LUZIER’S FINE COSMETICS AND PERFUMES 
Are Distributed in Kansas By: 


BURBRIDGE AND BURBRIDGE, Divisional Distributor 
519-520 Continental Bank Building 
Lincoln, Nebraska 


Mrs. Beulah Chinn Mrs. Kathleen Scoggin Mrs. Jeanne Winslow 
324 North Rutan 7074 Commercial 1930 Kentucky 
Wichita, Kansas Atchison, Kansas Lawrence, Kansas 


Mrs. Maxine Delforge Mrs. Erma Wells ‘Mrs. Juanita Douglass 
1911 Grove Street 635 Kansas Ave., Rm. 200 846 South Spruce 
Topeka, Kansas Topeka, Kansas Wichita 16, Kansas 


Mrs. Vena Hazell Chinn & Chinn Mrs. Alice Smith 
401 E. 9th 324 North Rutan Box 601 
Hutchinson, Kansas Wichita 8, Kansas St. Francis, Kansas 
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